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FOREWORD . 

The appearance of this volume constitutes a mile^stgne in the approach to health policy' 
"formulation in _£he World Health Organization. For the first time, one of the Organization ' s 
major programmes has been analysed historically and in depth. This study gives a vast new 
insight into the dynamics and. ^trends of policy formulation in WHQ as a whole and in the 
programme f6r health manpower ^development in particular. Such" insight should help in the 
formulation of future strategies .that are >pth wise and effective 

• • *. • - \ 

The WHO Constitution, adopted in 1946, declares that the Organization's objective is M the 

-attainment by all peoples of the highest possible level of , health". Why has it taken so 

many years, to develop forthright strategies to achieve this objective? This^ study explores 

the many social forces at work in WHO and -in its Member States which inhibited the maturation 

of such st rategies . Not until the Thirtieth World health Assembly, in 1977", was' a target 

•date' sejt JEor reaching the objective declared three' decades earlier,.- with the decision * £hat 

themain social target of governments dnd WHO, "sTiould -be the attainment by all citizens of* 

the world by the „year £000 0 f a level of health that will permit ^them to leacf a soxiaLly and 

economically * productive life". * t . '* > v \ ♦ * * , 

In 1978,* at the International dnference on Primary Aealth Care, heTld at Alma-AtaL USSR, 
the' deeper meaning pf tha to target waa explored m^nruch greater detail and .the Conference 
declared that:. "Primary health care is \the key to attaining* this *t*arget as* paift of develop- 
ment in the spirit .of social justic€". The tiext year, the Executive Board of WHO 'initiated 
the formulation on even a more* practical lev^l of national, regional, and global strategies 
for attaining health for all by 'the year 2000," and t^he Global Strategy was adopted by the 
Thirty-fourth World Health Assembly in 1981. The need for su6h strategies and the* v impli- 
cations for health manpower development had been becoming ^increasingly clear for^ some years 
before t^hits, and the Declaration of Alma-Ata lent added force to the ^argument that new' policy 
objectives had to be s£vL ' » . — ""5. s " 

For health servj/ces to !be accessible to all people, personnel were clearly needed every- 
where that people, lived - total population coverage had to be the goal; •this me$n£ far more 
training ,and use of health auxiliaries than most 'developing countries had undertaken. To 
make ef f ic ieht use' of auxiliaries and other health personnnel, their work jiad to be coordi- 
nated in health teams. To expect the required types and numbers of, personnel t6 be produced, 
for coverage and 'efficiency, required sound planning . The attitudes and^aompetencie^s * of 
health manpower had to be relevant to the real problems of the people, if their services were 
to be effective; this demanded teaching cont.ent and methods very* different from conventional 
patterns. Planning 'health manpower in reasonable quality an4, numbers would result In appro- 
priate training programmes only if there was. proper integration between the entities respon- 
sible for health 4 services .and those responsible for health manpower development. All these 
policy objectives^ t!obk shape, in WH0 ! s health manpower development programme, as part of the 
steadily mounting movement to ensure healtfh* for fall .peopte ' on earth. All of them could be 
achieved only with enomjous effort, and often by pvercoming many types of opposition* 

-*7 ' '~ — • 

The documentation of this 30-yewar process in v the pages tnat forlow can he,lp to guide us 
to develop" effective methods of woVk in the" futufe. The many experiences of the past can 
provide, invaluable lessons on the wisest courses of .action to follow towards the great health 
goals that lie ahead and towards the achievement of t health for all, by the year ^200(3 through 
primary health care. ^ ' 



Hal'fdan Mahler' 
'Director-General 
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M To look forward with vision, it is wise to glance backward with 
perception - not to be bound by history, nor to blame; ourselves or our 
predecessors, but to learn lessons as a springboard to the future*"^ 
p * 
* • Halfdan Mahler 

Director-General * 
* World Health Organization, *1978 



As the principal international health agency, representing almost' all countries, the 
World Health Organization inevitably mirrors the changing national conceptions and practices 
in the evolution of its policies. An understanding of this evolution as„ it affects health 
manpower policy over the years since WHO ! s inception, should help to offer guidance otf Che 
formulation of policy in the years ahead, both, in countries and in the World Health 
Organization* 3 # 1 

» • 

Objectives - . \ 
? • - 1 

The objectives of the study reported here, which were formulated in late 1978, were as 
follows: » . * 

(1) to identify the main policies, objectives anci thrusts in the health manpower 
jdevelopment (HMD) programme of WHO during its first 32 years of existence, 1948-1980; 

(2) to identify the factors influencing or determining these policies'*, and to see how 
s they have shaped the HMD programme through changing emphases and various modes of 

implementation; 

♦ ' 

(3) to judge how far policy changes and achievements in health manpower development in 
the WHO* Member States (156 in 1980) over, the past three, deoades could bet correlated , if 
at all, with HMD policies and programmes in. WHO; and 

* / 

(4) to draw conclusions for the sound formulation of policies and programmes in WHO , for 
the near and long-term future* 

» To fulfil these ""objectives required the collection of many types of information froin 
divers sourctes* Several methods of gathering data were* necessary, varying with the questions 
posed} Interpretation and judgement were also necessary in the exploration of relationships 
(a) between political and social, circumstances and HMD policies in countries, and (b) between 
national HMD programmes and international HMD policies ^in WHO* Such interpretations can 
— — ^e-ldom yield firm conclusions on cause and effect, but usually lead to general inferences and 
approximations* \ 

* . ' * * 

Methodology ' 

Information on the development, of l HMD policies and programmes in WHO and its Member 
States was gathered along several 'lines; * reviews and 1 ciritical analyses were made of the 
v following five typ^es of WHO materials; 

(1) Records of the govexining bodies of WHO * There are several series of documents 
recording detailejd discussions ! of the"* WHO governing bodies, resolutions f adopted, etc/ These 
include priocipal/ly: [ * " , 

(a) % Official Records of the World Health Assembly 

(b) — Official Records of the 'Executive Board 

*-Xc) Resolutions and decisions of the World Health Assembly and Executive Board. 
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(2) Major reports or documents submitted by the Director-General . These , constitute a 

* series of publications, ordinarily prepared by the WHO Secretariat for submission to, *and 
review by, the Executive fioard and Health 'Assembly . They include* pr incipally; » 

(a) Annual (later biennial), proposed programme budgets 

(b.) Annual (later biennial) reports, of the Director-General ^ » 

(c) The General Programme of vWork covering a Specific Period (typically for, 5-6 years). 

(d) Periodic reports on the world health situation". 

\ (3) Regional office records and reports . Each of the , six WHO .regional offices also 

issues publications consisting mainly of; . 

♦ " * rf i 

(a) Annual or biennial .reports of the Regional Directors ■ L 

Ob) proposed programme budgets . * 

(c) Regionajl Committee .^Official 1 Minutes of summary records "of the Regional Committee 

meetings . ; * 

(c) Technical papers and related documents. . , — 

» « * 

(4) Technical books and reports /' These . include the WfiO Technical Report Series, which 
make , available the findings of the international groups of experts convened by WHO; the 

• Public Health Papers series*, which contains studies drawing attention .to modern trends, and ^ 
changing concepts in public health; the Monograph Series, containing technical gut«de*s and 
treatises at an advanced level; # quarterly and annual publications on world health 
statistics; and a large number of nonserial publications on^4.w*Lde variety"of health topics. 

(5) WHO periodicals. Among these' are the Bulletin of the World Health .Organization , 
♦the principal scientific periodical; the International Digest of Health, Legislation , with 

reviews of currerft problems* on this topic an8 extracts or abstracts of national and national 
health laws; and the WHO Chronicle , containing articles on activities undertaken under -the 
auspides, or with the participation, of WHO. f 

These five Jtypes of WHO publications were studied'from their inception to the present; 
discussions, decisions, = reports* articles, statistical data," and; other^ information in this 
literature, relative to any .aspect of "health manpower development °were * identified and 
retrieved or abstracted, ^ . 1 

Further information has also b*e,n gathered in several other-^ways outside the 'sphere of * 
WHO. These sources and research, methods included; ' j 

(6) Questionnaire survey of expert opinion * A detailed ,ques t ionna ire was sent to 
^approximately 500 selected persons throughout the. *world, eliciting their opinions on HMD. 
activities in countries and in relation to WHO. * 

* i * 

(7) Country field studies . Visits'were made to six selected countries, where detailed • 
information on HMD policies as well as on their relationships to WHO was gathered. ThLs was 

^done primarily y through personal interviews (both structural and' open-ended) with national 
health authorities and the collection of relevant documents. 

. (8) Selected country literatVre search . A world literature* search* was done on publi- % 
cations reporting any aspect of health manpower development in the six countries, in w^ich 
f Leld * studies were made. 

* - * r ' . 

(9) General HMD literature search > Another general literature search ,was conducted with 

respect v to any publications in the world tHat concerned the HMD field and included 'some 
reference to WHO. Concise summaries were prepared of th'e relevant aspects of wi these 
publications. - 

(10) Health status and health manpower statistical analysis . 'On the basis of data on V*l 
countries available in WHO or from other sources, multiple correlations were' calculated and^ , 
analysed on the relationships between statistical indicators of health status, general 
socioeconomic conditions , and health manpower resources. 

(11) Miscellaneous SQurces . Various other me,ans of obtaining information on selected 
issues were also adopted. These includfed: * 
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- information searches, in the WHO Library; ^. 

- computerized li teratureMsearches through the MEDLARS system on selected topics (e.g., 
the* trends in the teaching *of preventive and social medicine);' . ♦ \ 

- consultations with 'staff members of the WHO Division of Health Manpower Development." 

An historical analysis of this type' can be presented along any of several dimensions"; .th^e 
most important, of which «, ar> (a)^the period of time, and (b), the concept undergoing develop- 
ment. It was decided that the "insight that could best serve future HMD policy tormulation 
could be : derived, as^ explained below., from analysis, principally according to concepts - in 
this field definable as "policy objectives"/ , Within the evolutionary course related to each 
HMD objective, the chronology of events and . tendencies could ^then be traced. , >* 

This was .the ' predominant but not the Qnly jne thpd of analysis. Fpr certain phases of the 
$.tudy, -it was Mnofe suitable to present a_ < hor izontal ♦ view of many different* HMD concepts 
operative at one tjime and place. Other phases * involved purely statistical analysis. The 
application of these several approaches^ will be clarified by considering the framework ot 
presentation of the entire* report. - r * 

Framework orf presentation » * * 

This study qi international development of health manpower 'pol icy is the kirst attempt to 
analyse the historical development ,of one* ^sp&c if ic component of the broad field of inters 
national health work that is carried out by WHO. In. Part One, therefore, we, start with *a 
brief review of the, background of organized* internat ional "heal th activities and' the | bir th of 
the. World Health, Organization. Chapter II describes .'the structure and methods pi func- 
tioning of WHO, and the administrative evolution within.it o>f activities re,late^d to the 
education of health personnel ah,d the 'development of health manpower. Chapter til focuses 
on health manpower problems - their perception and formulation in changing circumstances over 
the years-* 19&8 to 1980..,.j Whi^e the problems identified are drawn principally from WHO's 
records, they relate,, of course, to experiences and observations in countries, as perceived 
by the health leaders^of those countries'! - Also in Part One, there is' a g^geral discussion of 
the dynamics of WHO policy development and how -itr grows out 6f^ the interaction between the 
Member States and the Organization.'*/ •} 

. n ■ ' ' . ; « 

*Part Two. presents the principal analyses of the, development of health manpower policies 
and programmes over the years * 194S/ to 1£80 . Specific programmes, projects, and activities in 
health manpower development are very numerous and are carried out through divers metho'ds of 
work; consultations, meetings, studied, publications, and so on. To facilitate the tracing 
of trends, however, a'll, HMb activities were conceptualized under one of ejjh-t policy objec*- 
tives; "the sequence of their presentation is the' approximate chronological order in which 
each ob jec t ive ^tended' to have .or to acquire priority over, the years. This was as follows: 

1. Quantity - greater supplies of conventional health personnel, 

2. Quality - improved personnel standards and academic excellence. 

3. Equality - international standards and 'migratory freedom. *• 

4. Coverage - health personnel to serve all* the people. 

5* Efficiency - avoid was*te in trajju-ng and performance. 8 
* 6, Plannin'g - prepare- for future requirements. 

7. * Relevance*- train personnel suitable to local health needs.. 

8. Integration - health service nee'ds determining manpower developments . 

# * With respect to certain objective's*, -several different programmes might be encompassed . 
Thus, under "efficiency" there are included* the training of, health auxiliaries, as we^l as 
the coordination of personnel in health teams and the strengthening of management. 'Under 
"relevance 11 there are encompassed training in preventive and social medicine, as well as 
promoting a community-orientation in the education of all health personnel. On the other 
hand, certain programmes relate to more than one objective; ' for instanoe, the training of 
auxiliaries is a matter of bo th *ef f ic iency^ and ••population coverage. Some overlap of objec- 
tives is also inevitable, such as between coverage and relevance. This conceptualization, 
nevertheless, permits the synthesis of a vast body of material, from multiple sources,, in a 
relatively simple (and, we hope, interesting) form. 



/ To trace the evolution of each major objective and the programmes lintoed- to it, the years 
from 1948 to 1980 have been divided into four time-periods. These are fibt arbitrary , s but 
relate to the general programmes of work through which WHO plans its overall % activfties. The % 
first period, 1948-1951, was the phase "of WHO infancy, before any general programme of work 
had been formulated; each of the next three periods coincides with the period of two , 
programmes of „work'. In 1981, we are iri the midst of the Sixth General Programme of' Work 
(1978-1983). • • * 

Part Three examines the entire AMD field 4 from other perspectives. Chapter XH presents a 
horizontal analysis ,of alt HMD activities as observed in each of six selected countries. 
While all of tlmm are developing countries, they represent an appreciable range along both 
economic and political dimensions. In these case-studies, one jean see' the interplay of' 
health manpower planning, production,, and ' management (or j;se) in various national settings. 
The relationships between each country and WHO's HMD programme are also explored. 

Chapter XIII attempts to describe overall worLd .trends in health manpower development. 
With respect to Che activities for the* attainment of the variousv objectives, what has 
actually occurred in the world? We attemp.t to answer this question with information avail- 
able on the international supplies of health manpower, the quality of k their performance, 

their efficiency, and their Velevance tg> the health problems faced in countries .pr We also 

afc tempt to analyse trend9 iiv broad national policies on health manpower - its planning, its 
coverage 'of populations, arid the integrat ion *of its production and use with the needs qf each 
nation 1 s health services. * # 

Also in. Chapter XIII we explore two further a»nd* quite difficult questions. One iV the 
extent of the relation between health manpower resources in countries and the health stdtus 
o'f; national^ populations. To sned light on this, 'we offer a statistical analysis of certain 
measurements in 131 countries.* The other question concerns ^the estimated impact of WHO on 
.national health manpower developments . To answer this, we rely principally cfn analysis of 
the responses to* questionnaires sent to HMD experts in countries throughout the] world. The 
results of other studies on the same general question *are also reported. « 

Jn . Chapter XIV, whicji constitutes Part Four, we summarize the findings rjeported in all 
the previous cha'pters . t?^f These include the course % of development of the eight policy objec- 
tive's (Chapters IV-XI); the HMD experience as a whole in 'six selected countries (Chapter 
XII);. arid the overall* trends io health manpower resources, their characteristics, and the t 
health status of populations throughout the'worl'd (Chapter^ XIII ) . .*0n the basis of this 
review of ^developments and trends, jwe propose policy directions for the future- .'In the 
flight of ^he /worldwide consensus on^ goal^of Health .for all x by year 2000, we put forward our s 
judgement as to the speciHc^HMD policies and programmes which should be most energetically 
promoted, both in countries and in WHO, to attain that, ultimate and all- important goal. 
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Chapter I 



INTERNATIONAL HEALTH AND THE , EMERGENCE OF tflE 

WORLD HEALTH ORGANIZATION * . 

* * ^» 

Since this study aims* to analyse the development ' of lieaTth manpower policy in the World 
Health Organization (WHO.) in order to* acquire perspective for planning ahead, it may be 
helpful to consider briefly the general background of international health activities as a 
whole and the emergence of WHD.^' Then pne should\have a better understanding of the current 
structure and operations df the world's principal \ international health agency, and the" place 
within it involving health manpower policies and programmes. ' * 

Background* of cross-nation ( al health problems and actions 

Alm9St as early as the nations of Europe engaged ' in overseas exploration and trade oja a 
large .scale, the ^problems of disease - its^jyre and control - were recognized. When in the 
17tfc and 18th centuries trading stationsAwere established ,in Asia and elsewhere, it* was 
common for small infirmaries to be set up*to give treatment to colonists or members ot the 
v ship r s crew struck bv^ disease. As settlements of European families took shape, simple 
general hospitals were organized, such as that in Kuala Lumpur (in what' is now Peninsular 
Malaysia} set up by the British Resident in 1883 . 1 This was the first of what became a 
network of general hospitals operated by the British -Colonial Medical Service in the Malay 
States until independence was achie^d by modern Malaysia in 1957 . 

RelHgious missions were another', source of transmission of Western, scientific medicine 
from Europe to Asia and Africa. The story of Dr John Thomas, who left England for, Calcutta 
with the East India Company in 1783, is illustrative. 2 , After treating the sick in India 
for five* years, Dr Thomas resigned from the Company, returned to England, and persuaded the 
Baptist Missionary Society* to send to India missionaries who would minister to the sick; 
"under this organization the first leprosy hospifai, in India was established j-ust before 
1800. The British explorer of Africa, David Livingstone," was a physician himself, and after 
184D his— explorations o£ that large continent led to thfe establishment o'f many mission 
hospitals. 3 The work o^, Albert Schweitzer, the Alsatian medical missionary, at Lambarene 
(in £he then 'French Equatorial Africa) in the early twentieth century, is widely known. * 

Philanthropic^ bodies, such as the Rockefeller Foundation, contributed also to the 
extension of Western concept* of disease prevention and control to many countries of Asia, 
Africa 1 , and Latin America - both colonies and independent nations.^ Some of the earliest 
programmes of environmental sanitation (including control of disease vectors) and immuniza- 
tion can be traced to this type of source. Indeed, in the field of health personnel 
training, the support of fellowships for the study of public health in the United States ,or 
Great Britain was among the activities of philanthropic foundations. Recent historical 
research has shown the subtle relationships between foundation-supported public health, 
activities and the economic, as well as political, overseas interests of the donor nation. ^ 

* f ■ 

* Still another .early channel through which medical ideas were spread from Europe and* North 
America to other continents has been incidental to private business enterprise. ? in 
connection with mining, oil extraction, agricultural production (fruits, sugar, tea, etc.), 
rubber plantations , or various large manufacturing f irms , corporations from the major 
industrialized nations have established general medical services for* employees and often also 
for their families., These programmes are .typically of much broader scope than traditional 
occupational health services, and sometimes - 4 while very small in terms of the populations 
they affect - serve as isolata^demonstrations. of comprehensive medical care. 

These initial mechanisms for cross-national health activity - colonial, religious, 
philanthropic, and entrepreneurial - doubtless extended certain medical and public health 
concepts from the industrialized countries to the economically less developed- parts of the 
world. All of them, however, «.were essentially secondary to other motives - political, 
theological, economic, or all of these. The motivations of official international health 
bodies , established by the joint action of numerous nat ional governments , were rather 
different. Their declared objective became the health protection of people, both in Europe 



and its cplonies, even though economic and Apolitical interests may have remained beneath tne 
surface. Even within this objective, however, , the scope of .concerns' of Uhese health 
organizations, as we shall see, underwent a d'istinct evolution. 

» - • 

Early international health Organizations 

it was the spread of disease from Asia to Europe that led to the first formal inter- 
national health activity m the ' mid-nineteenth century. Around 1830, cholera had been 
transmitted to Europe through injected persons on ships returning from India. In order 
to establish uniform policies for the inspection and quarantine of ships arriving at European 
ports, the f irs t ' Internat ional Sanitary, Conference was held at Paris in 1851, with 'twelve 4 
European Stages' ^reprebented . Several further such international conferences were held, 
attended by increasing numbers of countries, over the next half-century. 

In 1907, the^ nations - mainly European*- that had held eleven International Sanitary 
Conferences between 1851 and 1903, meeting. in Rome, made an important decision: to establish 
a permanent worldwide international health organization. The Office international d'Hygiene 
publique " (OIHP)was set up in Paris, in order to conduct studies of epidemic diseases,, to hold 
periodic international sanitary conferences and implement their "conventions" (i.e., inter- 
national agreements) and to serve as a centre* for rapid exchange of epidemiological 
information. 9 The new body's first international meeting was held at Paris in 1912, 
attended by .countries - coming now not only from Europe, but also from Asia and the 
-Americas. TO * ob jec t ives of the Paris Office were sharply " focused on preventing the 
transmission of communicable diseases across national borders, particularly .from the tropical 
colonies to the industrialized nations of Europe and North America. 

Somewhat earlier, another international health organization had been founded in the 
Americas, but its f work was confined to the western hemisphere. In 1902' the Pan American 
Sanitary Bureau (PASB) was created at a conference held in Mexico City. Its permanent 

office was set up in Washington, DC, and its concern was largely focused on the infectious 
and "pestilential" disea-ses in the ^American republics. PASB activities were not limited, 
however, to halting the spread of disease across national border's; they attempted also to 
reduce the occurrence of communicable diseases within Latin American .countries, particularly ^ 
by promotion of environmental sanitation and vector-control programmes (against yellow fever 
and mal aria ) . 

A third international health organization took shape with the formation of the League of 
Nations following the First World War. The Covenant of the League, which came into force in ■ 
1920, contained a .provision "to endeavour to take steps in matters of international concern 
for 'the prevention and contro^l of disease". 11 Soon the League established under its 
Secretariat a Health Organisation with offices (like the entire League) in Geneva, 
Switzerland. The scope of work of this body was much broader than that of its two .prede- 
cessors; it included not only epidemiological activities, but also technical staples of 
health problems, international standardization (e.g., of biologicals and pharmaceuticals), 
reports on divers health subjects (not necessarily communicable diseases) by committees of 
experts, international conferences on special problems (e.g., rural' hygiene) , and also direct 
assistance to governments (e.g., field advice to China in 1929 on the organization of a 
quarantine serviced. As p*rt of its epidemic intelligence^ system, the Health Organisation m " 
of the League maintained a Far-Eastern Bureau ab Singapore. * Relevant to the current study, 
it is noteworthy that by 1933 one of the 'special expert committees of the League was devoted 
to the teaching ot medicine. * ' 

Between the two World Wars, all three of thesS* international health bodies maintained 
their separate autonomies, although there were numerous meetings and negotiations between the 
OIHP in Paris and the Health Organisation of the League, from 1920 to 1936, in an attempt to 
' achieve coordination." 12 - None of these coordinating efforts succeeded, ^and in November 
1939 the Health Committee of the League of Nations (as it was later called) held its last 
session in Geneva. With the onset of the Second World War, most activities of the League 
collapsed, the Health Committee along with them. For a relatively brief period from 1943 to 
1946, some international relief work was done by the Health Division of the United Nations ^ 
Relief and Rehabilitation Administration (UNRRA) . None of these international health 
endeavours, however, was completely free of * underlying economic or, political influences. 
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, Birth* of ; tne World Health Organization ^ * 

^ , *^ * 

When plans were made in 1945 at San /ranc isco for the establishment ' of the^Umted 
Nations-,, f\ealth problems were included in the proposed concerns of the new world body and 
specified in its Charter. A Technical Preparatory Committee on health was formed, and in 
^ J<irfe-July |946 an. International Health Conference was held in New York City. It was* this 
Conference, 'held under the sponsorship of the new United Nations, that drafted, the document 
A which was sooa to become the Constitution of the Vorld Health Organization. An Interim 
, Commission was formed, with representatives from 18 nations, to carry out the work prepara- 
tory to, convening the first World Health Assembly, of WHO. This «took place at Geneva in' 
. JuneaAugust 1948. 

Experiences with the organization of international health activities, going back to 1851', 
had a substantial influence on the basic principles embodied in WHO and its Constitution. 
One problem was the obvious difficulty caused by the existence of several different inter- 
national health bodies at the same time; in 1944, the old Office international d'Hygiene 
publique in Paris still existed, as did UNRRA. In the western hemisphere there was the Pan 
American Sanitary Bureau, and a Pan Arab^Reg ional Health Bureau toad been set up in 1946 in 
Alexandria, .Egypt. To achieve unity, all these entities and their functions were absorbed 
by the new # World Health Organization, and .Article 2(a) of the Constitution defines as the 
first function of WHO "to act as the directing and co-ord inat ing authority on internat ional # 
health work"." The two regional health bodies became integrated essentially as Regional 
* Offices of WHO (although retaining a degree of autonomy inasmuch as the Regional Director 
would have to be* initially elected by the Member States of each region before final appoint- 
ment by the WHO Executive Board). 

V 1 

Another lesson of the two previous decades was to be learnt from the demise of the Heal^j 
Committee of -the Xeague of Nations, when its parent body collapsed in the flames of the 
Second World War. To prevent the recurrence of such a tragedy, WHO took shape as .an 
independent .entity, under the control of its own* World Health Assembly and with its own 
budget. Yet, 'as stated in its Constitution (Article 69), WHO "shall be brought into 
relation'with the United Nations as one of the specialized agencies referred to in Article 57 
of the Charter of the United Nations". 

Perhaps the most important difference of WHO from its several predecessors was the very 
broad scope of its objective and functions. No longer limiting its concern to prevention of 
the spread of communicable diseases across national borders, or even to tne greater range 
of technical functions assumed by the Health Committee of the League^ of Nations, the 
Constitution, m Article 1, defines the objective of WHO as "the attainment 'by all peoples of 
the highest possible level of health". The Second World War had demonstrated dramatically 
the great interdependence of alj. people and all nations. The evolution of social concepts 
over the past ceTntury or more had fully justified the assertion in the Constitutions 
preamble^tha t : 

"The enjoyment of the highest attainable standard of health is one of the fundamental 
.right/ of every human being wTtnout distinction of race, religion, political belief, 
economic or social condition". 

To make perfectly clear the broad intent of these principles, the Constitution indicates 
22 specific functions, of which the last in order is: "to take all necessary action to attain 
the objective of the Organization". ' Relevant to the current study, one may note that the 
V>th specific function spelled out in the WHO Constitution, in Article 2(o),iis "to promote 
improved standards of teaching and training in the health, medical and related pro- 
fessions". Implementation of most of the other explicit functions, moreover, as shown by 
subsequent experience, also requires various activities in the field of health manpower 
development. % 
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Chapter II 

HEALTH MANPOWER ACTIVITIES IN THE CONTEXT 'OF 

WHO STRUCTURE AND. FUNCTIONS , ■ * 1 

1 . - * / 

* i 

From the very outset of *the World Health Organization in 1948', activities for the 
development of health personnel have-*been an integral component of the .overall programme 6f 
the Organization. This role has naturally changed and evolved in the course of more than 
three decades as events, both in WHO and in ~its Member States, have exerted their 
influence. To appreciate the meaning of these developments and to understand fully how they 
have -brought about"\changing concepts in the area of health manpower, it is necessary to 
review briefly the general structure of WHO, its methods of work, and certain administrative 
or organisational changes that have occurred over the years. 

t 

WHO structure and 'methods of work , f 

As specified in its Constitution, the highest policy-making body of WHO is the World 
Health Assembly, in which sit the official representatives of its Member States. For the 
exdcu^lon of policy, the Assen&ly relies on the smaller Executive Board, composed of persons 
technically qualified in the field of health who are designated by countries elected by the 
rfealth Assembly. The employed staff, necessary to carry out an,d implement policies, is the 
Secseariat, headed by the Director-General, who is appointed by, tt?e Assembly on the nomina- 
tion of the Executive Board. Responsible ultimately to the Director-Gjener al are a great 
variety of technical , and administrative personnel in the Geneva headquarters, in the six 
Regional Offices, and on assignment in countries throughout the world. 

The administrative structure and composition of the WHO Secretariat have changed con- 
tinually over the years, reflecting changing health problems in -the world, evolving percep- 
tions of priorities, and new policies formulated by the Health Assembly. The methods of 
work have also evolved over 'the years, particularly in the relative emphasis bn various 
specific techniques employed. The principal methods "that have been used for achieving WHO 
objectives have been described in the SixtTf General Programme of Work covering a specific 
period (1978-1983). 1 - -\ v * 

The broad approaches used by "WHO include the provision of direct services to countries, 
£*g«» by field projects, short- ahcl long-term consultants, provision of health personnel or 
other types of assistance Or cooperation for a defined period of time, emergency a;id, supply 
services^, and the establishment of regional health institutions for • training , research and 
development. The international exchange of* information, involving and issuing from the 
different sorts of technical expert meetings and publications; "the development, adaptation, 
application, and transfer of methods and techniques related to health; studies and surveys, 
consultations with governments and t health 4 experts, collaboration in research and the 
application of research findings - all these t method£ have been widely employed by the 
Organization and resorted to by its programme for the development of health manpower. 
Another such time-honoured method was the provision of fellowships for training national 
health personnel. Finally, collaboration wit;h other organizations N and institutions, govern- 
mental and nongovernmental, at. country as'well as, at regional and central levels, completes 
this brief overview of methods, all pf which basically fall into one of two main categories: 
coordination of international health measures and technical collaboration with Member States 
as well a£ ^promot ion of such collaboration among Member States. 

Jvolutiori of the who health friaqpower development structures 

With this background on the general structure and methods of -work of WHO, we may now 
examine more carefully the evolution and current structure of the administration of the 
Organization's functions in the L development of health manpower. Over the years the 
"organizational chart" of WHO has ^undergone continual change 1 (especially at headquarters), 
but almost from the start there tyas been a unit concerned with health manpower. The 



evolution ot this component of WHU reflects the changing concepts of health manpower policy 
♦ tn the, world. ' > 

In-'its very first year, 19^8, there was~~in the Headquarters -of WHO a Fellowships Section, 
, functioning m as part of the Division of Field Operations. 2 By 1949, the Division of 
Professional and Technical Education had taken sha[>e, alongside three other divisions under 
>the Department of Operational Services.-* Within the Division were .four sections - (a) 
Educational Institutions and Training Courses, (b) Fellowships, (c) Exchange of Scientific 
Information, arid (d) Medical Supplies, Literature and Teaching Equipment. In 1950, the name 
of the unit was changed to the Division pf Education and Training Services, containing three 
sections, on (a) Fellowships, (b") Exchange of Scientific Information, and (c) Assistance to 
Educational Institutions^^ In 1959, the divisional title was shortened to Division of 
Education *and Training; the Division included three sections for (a)" Fellowships > (b) 
Education in iMedicine and Allied Subjects, and (c) Public_ Health Education and Training. 5 
The title of the Division remained unchanged until 1972, but the sections within the Division 
s underwent changes. , * # . 

In 1*972, to make explicit a different conceptualization Of the whole field, which had 
been evolving slowjy , the name was changed to the Division of Health Manpower Develop- 
ment.^ By that year, certain WHO divisions - including this one - were no longer sub- 
divided into sections, although each staff member was assigned definite responsibilities. 
We need not review these changing allocations of function over the years, but may take note . 
that, as of 1980, the Division of Health Manpower Development (HMD) in Geneva had responsi- 
bility for three "programme areas", which subsumed, in turn, seven "spec ialtyareas" defined 
as: 



- Health Manpower Systems 

- Health Manpower Planning 

- Health Team Development 

- Nursing ' * ♦ 

- Educational Planning * 

- Educational Communication Systems " . 

- Educational Evaluation. ! 

It may be noted that fellowships were nv> longer considered either a programme or a 
specialty; the little that remained of these at headquarters came under the specialty area 
of Health Manpower Systems. 

One must appreciate ,that in addition to the specialities that are or were the responsi- 
bility of the HMD Division, many health manpower development activities are carried out by 
other technical programmes in WHO. This 'has been done since ^the early days o'f the 
Organization, but it has become more evident in recent years. In reviewing, for instance, 
WHO programme development in the mental health field between 19^9 and 1959, we find, that the 
Expert Committee on MentaL^Jieal th considered programmes for the 1 training of personnel a basic 
requirement . ^ Similar empha-sirs — on^-the importance of training was noted by the Expert 
Committee On Insecticides in 1964 8 and by a WHO Study Group on Clinical Pharmacology in 
1970.9 *i n 1972, official reports of groups 4 in three specialized fields - heaLth labora- 



tory * services , 10 family planning, 11 and health statistics 1 ^ - emphasized the role" of 
proper training in order to achieve progress in these activities. In 1974, the WHC) Expert 
Committee on Malaria devoted a substantial part of its report to the'training of professional 
malaria personnel. ^ t 

4 

In the regional offices, technical programmes practically always include the training^ and' 
development of relevant manpower. TJo cite Just two examples , this was stressed for* the 
nutrition programme in the Region of the Americas in 1977^ and for the toxicology 
programme in the European Region ir^'1979. 15 More important, programmes for the develop- 
ment of health manpower are carriedj out by. a\l six WHO Regional Offices, which have staff 
responsible for these programmes and* for their promotion in countries.* 



Thus 
technica 1 



nus, it ^ evident that health* manpower 'development has 'long been an integral part of 
leal prolamines in WHO, as well as the function of a -distinct programme. Training 
activities, in fact, permeate the entire Organization. As we shall see, the interdependent 
relationship between health manpower and health services has, in fa.ct, come ^o be increa- 
singly emphasized by the HMD programme. t „ 
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Finally, before we examine in depth the policies and programmes of WHO in health manpower 
- their development and impacts - some comments are in dVder about the general' dynamics of 
policy formulation in the Organization as a whole. , 9 



The dynamics of WHO policy and j>i»ogramme development: 
• > 
"As noted earlier, the WHO Executive Board works closely with the Secretariat to execute 
poHcies made by the Health Assembly. ^ The precise dynamics of this process, of course, are 
muiR*more complex than the .fundamental and straightforward provisions of the WHO Constitution 
might imply, s Before examining v ajrtd a^aiyzing^he development of policy and of programmes in 
health manpower over the last thre,e'. decades,' it ™ajj£Vtfe.,' ftet'pful to probe more carefully how 
polic*ie's and programmes are developed * in WHO as a whole* * 

In order .to facilitate its function of carrying out WHO policies, the Executive Board - 
according to Article 28(g) orf the Constitution - periodically shall "submit to the Health 
Assembly for consideration and approval a general programme of work covering a specific 
period". To enable the Board to do this, the* Director-General submits a d^aft of such a 
General Programme of Work to the Board for its review, .modification if necessary, and 
approval. This planning document is then submitted to the Health Assembly for study, 
further alteration i f * necessary , and then f inal\ approval , thereby establishing policy for, the 
Organization for .a stated period. , '.The general programmes • of work (GPWs) were initially 
formulated for periods of four years, but these periods have been extended to five and even 
six years. 1 \ 

< • 

The first GPW began in 1952, and* WHO is currently in the midst of its sixth such, 
programme (GPW 6) . % To identify policy and programme changes tha£ have evolved in health 
manpower (or, indeed, any other field), it is helpful to be aware of the periodicity of all 
GPWs since the origin of WHO. These have been as follows;. 



Years 



1948 
1952 
1957 
. 1962 
1967 
1973 
1978 



1951 

1956 

1961 

1966 

1972* 

1977 

1983 



h 

General Prograinme„of Work 
None 

: 2 

3 • 

5 ' ■ * 
v . . 6 



Discussions and studies for the prepar'at ion of each GPW to be submitted to the Executive 
Board begin in the Secre tar iat 1 two or three years in advance^; currently the seventh GPW is 
being prepared for the six-year, per iod 1984-1989, * > ' 

At the Twenty-ninth World Health Assembly in 1976*, wheji GPW 6 (1978 - 1983) was approved, 
a further requirement was introduced into th£ policy-formulation process. In taking action 
on GPW 6, the Assembly in resolution WHA29.20 stated that "... . "the Programme provides an 
appropriate policy framework for the formulation of medium-term programmes" .J*^ Then, at 
the January 1977 meeting of the Executive Board, a method for planning medium-term programmes 
(MTP) was presented and approved. This method* requires" the detailed specification of 
actipns to be taken 'year by year not -only *at the country t level, but at the regional and 
global levels as well, to facilitate the implementation .of the broad policy statements 
included in the GPW* ' 

The first medium-term programme in a major WHO programme to be formulated at the global 
l^evel (that i$, in all six WHO Regions, "as welt as at headquarters) dealt, with health 
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This document outlined a detailed plan of activities for each of 



.of t-he six years in the 1978-1983 period* for each of the six WHO Regions- and headqjj|r ters 
*^GPW6 declared two major HMD objectives as well as some approaches and activities inV very 
broad terras.) 18 The pUn embodies a "reorientation" (of WHO activities) towa'fds increased 
social' relevance and^technical cooperation with coun^fes*V. 19 < These act ivit ies ~ involve 



three major programme areas for which there are ,11 specific targets. Moreover, each target 
includes precise criteria by which performance irr ue aching the target- may be assessed^ It 
need* only*- be added that this first MT£> . ( f ar health ,, manpower development) was reviewed "and 
approved J>y__Lhe Executive Board in January 1978 2 . 0 and adopted *by the World Health Assembly, 
by reso¥ution WHA31.36; in^May 1978. 21 

V ' ' - v- - ' ~ • ' - 

The* protocol and pro^d^xe-s . »f or policy formulation in WHO jiist described may appear 
somewhat mechanical , but w^JLJ^s >e c hihd them is a turbulent pn*cess of actions* and inter-, 
actions 'in health affairs^ in^arfd *among countries? of the world and with WHO. A detailed 
description of this process^ and* i 6s ramifications would require elaborate analysis and 
discussion but, on the basis *bF numerous observations over* the years, we may offer here an 
outline of the elements* and generaj. sequence o^ the process: 

N " . * * * 

. »(lX Certain health problems, exist and -become evident or even prominent in a country. 

* , " « v . m 

(2) The existence of the problem ~i§*.perceived, and becomes articulated by 'community 
and/or national leaders;/ exactly Jiow ^nH *when the problem is formulated depends on the 
social and political environment .in thG country*.,. 

(3) f Proposed solutions to the healthy problem (i*e^, action programmes) are put forward, 
usually by more than one group or individual , and become the subject" of discussion and debate 
until some action is d|cided upon, t 

* * . «... * 

(4) The decision may, indeed, involve taking no action, but if action is undertaken - or 

at least advocated - then a "heal th* progra mme" of some sort is formulated. (In many low- 
income developing countries, some Health programmes that are advocated* alnd formulated are not 
implemented for various economic" an'd pol i t ical ^reasons t Indeed', t£e *same ( is often true in 
affluent industrialized countr ie"s < f or reasons that are more likSlv to Be 'political than, 
economic.) ' 3' - & m 



(5) W^en an idea for a health programme becomes widely accepted in a country, it usually 
tends to be supported by national health authorities and .eventually becomes pj^t ot national 
health policy. ( — ^ * " \ r* * ' 



(6) At international meetings - particularly of, the WHO governing 'bodies*, - there is an 
opportunity for national health leaders to exchange ideas about their pwn country's health 
problems, its experiences with programmes, and national policies. • ^ 

(7) Factual information ,on health, problems and programmes in numerous countries, is 
meanwhile Communicated to national health representatives by technical personnel ,pf the . WHO 
Secretariat - personnel in a posution to make observations /and assimilate information from 
many sources. Similar information f flows in the other direc-t ion^.. % , - o < 

(8) Eventually, from this exchange f - there emerges a decision on WHO policy through' a 
resolution adopted by the World Hea'lth 'Assembly ' ,MostgSuch decisions' <fonst i^jute advocacy o/ 
an objective - along with proposals that certain actions should be taken in countries, as 
"well as by the Secretariat, to solye^ specified health problems. The types of action 
proposed may vary in their nature \\$al&f .promo t ion, disease prevention, treatment, reha*^ 
bilitation, etc.. They may also vary * enormously ^ with respect to v the political echelon 
concerned (national, provincial , local) , the possible involvement of international organiza- 
tions, and other considerations. 1 V . 

> > 

(9) On fhe basis of Health Assembly/ pal icy decisions' On objectives and/or programmes, 
the Secretariat may take numerous deliberate initiatives to plan, promote or help implement 
appropriate programmes. The final 'implementat ion of a policy in a country\ of course, 
depends on that country. Countries may "also be stimulated to request collaboration from WHO 
(or, indeed, other organizations or nations as" well) to undertake certai-pr programmes. 
Without any external agency participation, moreover, countries may simplyycarry out pro- 
grammes, proposed by WHO, oir their own. 9 , ^ 

(10) The experiences of countries wifch health programmes, whether WHO-s.t imulated" or .not , 
generate further ideas, expressed by national health . leaders at WHO meetings. 

* - / ' •' 



(11) Likewise* the experience with one programme ~in solving or reducing a problem may 
bring to the surface another problem that calls for action. To cite a classical example} 
the reduction in infant deaths - brought about through many activities in health and in other 
sectors - has contributed to action for population control through family planning. In the 
HMD field, pursuit of the goal of academic quality has, as we shall see, aggravated the 
problem of the irrelevance of many educational programmes. *• * 

t 

* (12) Thus the wheel of health pol icy f ormu lat ion and p rogr amme development .comes full 
circle, and a new cycle of problem identification, policy decisions, and programme implemen 1 
tation starts over again. * 



This entire process is seldom as clear-cut and orderly as one might infer* from the 
sequence just described* Many intervening variables, in the political and social settings 
of different countries, and in the operations-^: WHO itself, affect the- sequence, the timing, 
the* relative, proportions, and the entir.e smoothness of 4 the above process. World events 
entirely outside the health sector influence the process in countries, las we shall see below. 

In a nutshell, the process of policy formulation and programme development and implemen- 
tation may * be described as a dynamic interact ion between WHO and its Member *States. The 
stimulation and influences flow in both directions at the same time. In a ,sense, WHO acts 
as a forum for *the exchange of ideas among countries, and also as a channel or conduit to 
countries for new ideas. An idea for a health programme that is ^old in one country may be 
new in another". Moreover, the precise shape that a programme will take-in each country 
where it may- be implemented is likely to vary with the -social, economic, and political 
circumstances of that country. 1 

. ' / 
-As a result of* this dynamic interaction," the formulation of policies and the implementa- 
tion of programmes undergo continuous change within countries and also within WHO. Thus, a 
programme that ts launched at one time does not necessarily disappear when another, newer 
programme comes ai^mg. Like animals in Darwinian evolution, the old species continue to 
exist as new ones evcvWe . To cite an example in health manpower, a programme for training 
more physicians does nofcyterminate when a policy for increased training of auxiliary health 
workers is implemented late^. In a very fundamental sense, one of the major roles of , WHO*, 
in its dynamic interaction w1><h countries , is to promote the generation and extension of 
ideas a that the majority of its Plumber States (usually the vast majority) considers to be 
promotive of WHO ! s central ob jective^«*»4L the attainment by all peoples of the highest possible 
level of health" - and is prepa'red |q act**b^^with or without the .col labour at ion of WHO-. 

To understand the many programmes designed to aJffhev-a^jhis ultimate objective - whether 
they concern health manpower,- control of specific diseases, he*aT£ ft* -service organization, or 
other pa?ts of the large health sector - it ^s^* important to distinguish objectives from 
methods of work . A brief summary of the numerous^ methods of work employed b^ WHO has been 
offered above. Among them, for example, are fellowships and training courses (one of . the 
types of technical* meetings). As a verbal short-cut, there has often been a tendency, 
however, to speak of a fellowships programme or a programme o'f training courses, ia the same 
way as one might speak of a_programme to reduce tuberculosis or a programme to increase 'the 
supply of nurses. The attainment of health objectives ultimately requires many practical 
programmes, which, in^ turn, may employ various methods of work. In this study, we are 
concerned principally with the development of WHO health manpower policies and programmes, to 
vhich numerous methods of^work may contribute. 
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* . Chapter HI 

r * ' 

HEALTH MANPOWER PROBLEMS : THE EVOLUTION Of 
a • ' THEIR PERCEPTION IN WHO 

Health manpower problems ha x ve, of course, existed for centuries, they^ persist today; and 
they will doubtless continue to challenge nations and stimulate new policy formulations* in 
the future. m The nature of » these problems varies^with time and place and with social, 
economic, and political circumstances. The type of -action taken in response to a problem in 
the health sector (or any other sector), however, depends greatly on how the problem is 
perceived by * thes person or groifg taking the action. The same problem - e.g., high infant 
mortality - may be perceived and interpreted at a given time and place in one way, and at 
another > time . and place in a totally different jway, If infant deaths are perceived as a 
consequence of poverty and deficient health service, the actions taken in response will 
obviously differ from those taken if Such deaths are perceived as an effective strategy for 
^population control s or as a consequence of Divine Providence. 

• ' • / 

The evolution of problem identification 

. » — t 

i 

A proper understanding, of health manpower policies and programmes in> WHO and. Member 
States requires a review not only of problems, in this field throughout the world ancf their 
changing nature, but more espec ial ly .of the* evolution of the identification and interpreta- 
tion of those problems over the years. These problem identifications or perceptions, as 
noted in Chapter II, ha*ve emerged from a dynamic interaction between WHO and its Member 
States. To understand the operation of this interaction, it is necessary to consider fhe 
many circumstances and happenings within WHO and also within countries, as they ftave evolved 
over the years'^from 1948 to the present. r 1 

In order to trace the nunterous complex events in the world that influence 'health affairs, 
and also the developments in WHO with which these forces* interact, it~~is helpful to consider 
the 30-year span of time being reviewed according to certain periods. A convenient basis 
for such per iodizat ion Ls— provided by the 1£enera*l Programmes of Work. (GPWs) of WHO, explained 
and Listed in Chapter II. Except for the Organization's, first few years, one can deftfne 
developmental periods, consisting ess^itially of two GPWs each, which result as follows: 



Period 


GPWs 




./ • Years * 


I 


None 




t v . 1948-1951 


•II 


, 1 and 


2 


\ 1952-1961 


III , 


3 and 


4 


1962-1972 


IV 


5 and 


6 


1973-1980* 


*In fact, 


until 1983, but 


this 


study* was closed in 



, 

p 



Any division of history, into time-periods is somewhat arbitrary, but since GPWs are 
objectively definable and attempt, at least, to demarcate new 4 policy and programme formula- 
tions, there is a logic-al rationale for thlair use. In this* chapter wb w^Ll^of IpX^^rie^ 
summaries of. major world events in each of t\\ese four time-periods in so fa/ as they ap^^ir 
to have .had an influence on WHO as a whole or on. the perception and interprgtat ion of health 
manpower problems in particular. We will al§o summarize the various -wSfys in wh ich ^specif ic 
health manpower problems have been interpreted or perceived within /WHO, especially in the 
deliberations of its governing bodies. This background should make for a better under- 
standing of the development of numerous health manpower policies ajya programmes that will b^ 
summarized in subseqtjSSht chapters. These strategies may then be conceptualized acoii^-i-rTjf'to 
their ctbjectives ^ towards the solution of the perceived problems. jf'Jfthe scheme of 
classification pf th'ese objectives will be discussed later. ' ' 



One must realize, of course, that certain world events, may intluence the way " different 
problems are perceived. Moreover, the identification of /-one problem may stimulate 
approaches to its solution ajong many 1 ines • <* Thus , perception of the Vroblem of a severe 
shortage of doctors in rural areas <r in contrast to their urban concentration - epitomized as 
a problem of 'geographical maldistribution of personnel, may give rise to several different 
strategies. It can stimulate the training of health' a\ixi liaries ; legally impose mandatory 
periods of rural service for all new medical graduates; provide •moral -and financial 
incentives for work m rural areas; -and organize health teams, to name only a few strategies. 

On the 'other hand, the perceptions Ojf several different problems, may all converge on the 
formulation of one policy objective and an associated programme. Thus the perception of 
several different health problems - such as .the high'costs of medical education, rhe sparsity 
of physicians' willing to work in rural areas, and tne frequent distrust of untamiliar health 
professionals by village people - may stimulate the organisation of one_ programme: the 
training of local health 'auxiliaries.,. 

What tbTen, were the°major world - event/ of the four time-periods defined above, and how 

did they influence the perceptions of health problems in Member States and in WHO V* The 

circumstances and problem* perceptions in each Of \the four period* may be considered in 

sequence. 9 , 



4 * • * 

Period I : ' C ircums tances and perception of problems (i<?48-1951) 

^^Voliowmg the* devastation o£ Second World War, most countries ot Europe were left with 
massive destructkm of their A phys*ical and human resources, and this was true also in many 
countries' of AsiaAf During the war, /of course, many established' schools of medicine, 
nursing, e£c. could^not vf unc tion normally, and the output of new personnel was retarded. 
Yet the severe 4 rauma^ malnutrition,, and disease caused by hostilities made the need for 
health services, and for personnel to provide, them, greater than ever. In spite of wartime 
deaths, the population of; the worlfi continued to increase, a 1 though -fch-is was most marked m 
the less developed countries ofJS^tin Amencfa, Asia, a,nd Atrica. 

The post-war period} was *ot oflly a time for .national reconstruction, but' 'also $ ".per iod of 
birth of new sovereaep ^ions. In the -b*ief perioa from 1948 to 1951 (Period t), the 
developing cOjurfries increased" from ^43% of *^K) Member States (24* out ofc56) to 53% (41 out of 
78!K Th6 *rend for all four a'na'ly tical^ per iods is shown in Table 1. ,This growing strength 
of tfdeveWping countries in the World Health Assembly, where UM> policies are. laid down, was 
to have a substant iaj^inf luence , as^we will .see, on , the evolution^ policies^and programmes 
related to health manpower development. > * w * 

s: *Tre\ds it/^khe distribution ot developed and developing.- 
*\cted y^r>( 1948-1980. ^ • • * , 



Table. 1. WHO Jfembe^Stat 
counf 




ota*l of Members 



Percentage of countries 
^Developed Developing^. 



0 



>1962 
197,2 

1973 
1980 



yiv 



—56 
78 

79, 
108 

"115 
136 

139 
156 



57 
47 

47 

, 34 

34 
29 

29 
26 



43 
53 

53 
66 

66 
•71 

'71 

74 



The defeat of "fascism b^rte* Allied Nations, which organized^ the United Nations, als-o^led 
to an important philosophical concept that wa& prominent in Period I. , During the -wa/, many 
of these countries had engaged in post-war v planning in order to provide a clear purpose for 
all the wartime suffering, beyond the negative one </f defeating an enemy. In the United 



25 

Kingdom, for example, the Bever'idge Report, issued in 1943 at the height of the war, led 

eventually to the institution of the National Health Service *in order to provide publicly 

financed comprehensive health care for e^ery resident. 2 In Chile, legislation was passed 

in 1950 that led to the implementation (n 1952 of* its Servicio Nacional de Salud , which 

integrated for the first time in Latin America the three major health-*care subsystems (the 

Ministry of Health, Social Security, and the frenef icencia societies), in order \o achieve 

much greater population coverage. 3 i n India, work was starting on implementing the 

monumental plans advocated by the Bhore CommissiQn in 1946, to attempt coverage of the 

country's huge population with a regionalized network of properly staffed health centres and 

hospitals.^ In the USSR and in countries of Eastern Europe, work wa.s actively proceeding 

on the reconstruction of the massively destroyed infrastructure of nationwide health care 
systems .5 , 

Other important health-related events of the years 1948-1951 might' be recited, but their 
.philosopfiical significance in the early years of WHO can be simply stated: the concept of 
equity as a goal of health service was becoming widely accepted. (Far-sighted public health 
leaders had advanced such a goal for centuries, but now political consensus on it was very 
broad.) Even if the achievement was usually £ar less than the espoused goal, there was 
widespread agreement on the principle that health resources and services should be accessible 
to all people in accordance with their true needs rather than their personal wealth or 
position. The concept of "the highest attainable standard of health" *as "one of the .funda- 
mental rights of every human being" had been explicitly written into the WHO Constitution, ^ 
ratified by Member State s in 1 948.* % * 

Irj this social environment, health leaders obviously could not accept passively x the 
enormous disparities in health manpower resources knownwto exist among countries. The^most 
acc-urate data available were on the supply of physicians, which showed extreme variations^/ 
among nations in 1950; these are indicated in Table 2. Thus, at the very first session of 
the In terim 'Commission, formed in 1946 to lay the foundations for WHO, the delegate of Brazil 
spoke of the enormous problem of inadequate supplies of physicians, nurses, public health 
teachers, and sanitary engineers iaced by countries throughout^ the world. ? 

» ? „ 

Table 2 . Physician supply: Physicians per 1 10 000 population in selected countries, 1950 



4 

Country Physicians per 10 000 









Ethiopia 


0.1 




Nigeria 


♦ 0.1 




t Ghana 


0.3 


J. 


Mozambique 


0.3 


Sierra Leone • 


0.3 




Pakistan 


0.5 






0.8 


• 




1.3 




El Salvador 


2;0 




Peru r t - * 


- 2.4 


* 


Brazil- 


* 3.7 




France 


'7.8- . 




Czechoslovakia 


9.2 




Australia 


9,8 1 




Canada 


10'.2 




Denmark 


10.4 




Switzerland 


13.1 * 




USSR 


13.1 


4 


United States of America 


13*3 


1 



Source i WHO Division of Health Statistics, unpublished data, 1978 
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But numerical shortages of health manpower, while very, conspicuous, were/not the only 
problems perceived .within countries and in WHO during Period I. In discus^ns at the earljr 
World Health Assemblies, references were, indeed, flfade* to such^i^tems as ^ the narrow 
technical views of so many physicians and Vhe need fcfr ^Rewfype of physician" - one who 

'would be more sensitive to social conditions. 8 f jm worldwide problem of* 'geographical 
maldistribution of doctors and other health personnel was identified by several health 
spokesmen from both industrialized -and developing countrJy»s\ „ Problems related to quali- 
tative "standards' 1 m professional educat iojv were also ide^nt^fied at World Health Assembly 

'and Executive Board sessions, the implication being that in some countries standards were not 
high enough. 9 Even the need for each /doctor to be "an active member of the community and 
know its economic and social structure, which has , so much influence on health and disease 
was recognized - with the obvious implication that ^tps vas rarely the case* 

The actions taken on all these problems will be discussed in *ater chapters, but with 
respect to the general social circumstances of Period I, the last two years of the period 
(1950-1951) were a time of great polU>cal turbulence in the world* In Korea, hostilities 
broke out that letf directly to the^accentuation of a worldwide cold war. 

Repercussions of this strained political environment were soon felt in WHO. In 
1949_19$p t he USSR and eight other socialist countries withdrew from active participation in 
the World' Health Organization. 11 Not 'until 1957 , in Period II, did most of these Eastern 
"""European countries resume active* WHO membership. 

« ** 

Period II : Circumstances and perception of problems (1952-1961) 

The period of worldwide political tension, with which Period II started, did not begin to 
change until about 1955, when the leaders of the United States of America and the Soviet 
Union met in Switzerland, reaching agreement at a summit conference on certain issues that 
soon became labelled "the spirit of 'Geneva". The path to this modest rapprochement was 
, paved with the termination of hostilities in Korea in 1953. Nevertheless, national view- 
points on^many issues remained divided. 

!The first part of Period II, therefore, had ideological impacts on the perception of 
problems in WHO that led to cautious arid' conservative policy decisions. One small* reflec- 
tion of this atmosphere was the relatively great stir caused by WHO' issuing the report of a 
small consultant group on "Medical Aspects of Social Secur ityT"" This document endorsed 
social insurance as a means to finance medical 'care, in support of a proposed convention of 
the International Labour Organisation on this subject. As a result, the World Medical 
Association issued 'a "direct attack against WHO for becoming involved in xflntroversial 
political matters concerning "socialized medicine". 13 * The effect was predictable - namely 
the subsequent avoidance by the WHO Secretariat of involvement in aspects of health related 
to the general organization in countries of overall health services (especially medifcal care) ; 

The types of health problem identified and leadinglo policy responses in this atmos- 
phere therefore, were those which could be regarded as distinctly technical, rather than 
social or political. This meant assigning very high priority, to campaigns on specific 
diseases in developing countri.es, such as malaria or tuberculosis, at the expetfse of support * 
for the general organization of health, services (identified in WHO budgets as public health 
administration"). WHO expenditures on selected activities in 1952 and 1962, shown in Table 
3 reflect the priorities formulated. Thus the spending for malaria work rose from S.bA to 
16 7% of total WHO .expenditures, while that for general public health administration declined 
"from, 15. 8% to 10.5% of a much large? total. Problems of communicable disease control were 
indeed, important in the developing regions of the world, but there was a price to be paid^ 
for policies" that overlooked the basic importance of a firm infrastructure of health service - 
organization in all countries - a lesson that'was to be learned only some years later. 

' At the same time, as already shown in Table 1, the years of Period II .('1952-1961) were a 
time of national liberation, particularly in, Africa. In North Africa, several former 
colonies' (e.g., Libyan Arab Jamahiriya, Morocco, Sudan, Tunisia) became sovereign WHO Member 
'States during this period. In 1960-1961, no fewer than 18 newly independent countries of 
sub-Saharan Africa became WHO Members. Developing countries grew from 53/. of active WHO 
Member States in 1952 to 66% in 1961. While these developing countries had, of course, a 
wide spectrum of viewpoints, their overall Impact tended to counterbalance, in a sense, the 
pressures for cautious conservatism noted above. 

5 
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TableV3. World Heal tl^rganizat ion expenditures in selected health fields: amounts and 
percentages of total expenditures attributable to malaria work and public health 
, administration, 1952 and 1962. 



Year 


Malaria 

» 

work 


Public Health 
Administration 


* Total WHO 
Expenditure 


1952 expenditure 
Percent of total 

*• 


«fr C O C IOC 

$ 685 135 
8.6" 


$ 1 254 978 
15.8 


t 7 938, 850 
100.0 


1962 expenditure 
Percent of total 


4 991 691 
16.7 i 


3 136 318' V 
10.5 


29 975 997 
100.0* 



Source : WHO .Official Records No. 47 (1953) and New 126 ,(1963) 

thus, in the two comprehensive reports on the world health situation issued during Period 
II (covering the years 1954-1956 and 1957-1960); there was frank recognition of the under- 
lying role of sheer poverty in the genesis of disease. As stated in the first of' these 
rep'orts; ( , 

"The advance against sheer poverty has been uneven, although the world has made great 
strides in both industrial and agricultural production. In the less developed areas, 
however, progress has been hampered by the rapid increase in population, the distractions 
of war, and the # uneven balance between industry and rural occupations". 1 ^ 

Yet the perception of problems of the health sector in these reports *did not include 
reference to the weak infrastructure of community health services (which undoubtedly pre- 
vailed at the time in developing countries), but was expressed rather in terms of specific 
diseases against which mass campaigns might be launched. In summary, the second of the 
above-cited reports states; 

"several of the problems were common to many countries in varying degrees. Individual 
diseases (malaria, tuberculosis,, bilharziasis, heart disease), the nutritional 
deficiencies, environmental conditions, shortages in equipment and personnel, adminis- 
trative complexities - all these appeared repeatedly ."15 

Still ■ othejc specific diseases were- singled out for identification as serious problems; 
leprosy, trachoma, filariasis, trypanosomiasis, typhoid fevers a^nd dysenteries, helmin- 
thiasis, venereal diseases, cancer, and mental disorders. The closest this type of 
problem-identification came to concern" for the general structufe of health service organiza- 
tion in Countries was the somewhat vague reference to "administrative complexities". 

In health manpower, the problems identified were numerous, and the importance attached to 
the subject steadily increased o\je'r the span of Period II. As reflected by interventions 
during the World Health Assembly on issues related to education and training, these increased 
from 22 in the Fifth (1952)' to 71 in the Fourteenth World Health Assembly (1961), a rise of 
223% (while Membef States in this period increased by only 35%). .The content of the 
interventions, however, was almost entirely related to the basic production of health 
personnel (including the characteristics of the training received), and hardly to the 
planning of health manpower 'or the way that ^personnel functioned (i.e\* their management) in 
health service systems. ^ Among a' total of 369 ^interventions on health manpower problems 
(cited each at least 5 times) that could be identified in all the World/ Health Assemblies 
Held during Period II, the nature of those problems showed a percentage distribution of 
interventions as follows: 16 



Problems identified • , Percentage of 
* ~ interventions 
(N = 369) 



l< Problems related to fellowships 30.0 

2. Need for nursing, midwifery education ^ 16.5 

3. Need for training auxiliaries 13.0 

4. T General shortage of health .personnel a ' • 8.4 • 

5. Need for teaching preventive and social medicine 6.2 

6. Neexi for standards in education t " a 4.9 
,'; 7. Nee ; d for school of public health expansion 4.6 

8. NeeS for a team approach ° i«9 , 

9. Other problems >; 14.5 ' 

- All problems>- 100.0 

It may be noted that only ,c the need for a team approach is referrable to the management or 
functioning of health personnel in the delivery of heQlth services, and interventions on this 
problem accounted for only 1.9% of the total. j 

Aside fFom fellowships, which may, of course, be relevant to many different health 

issues, problems 2, 3, and 4 in the above listing all relate basically to a shortage of 

needed health personnel, and. amount to 37. 9f of the interventions on specific problems 

identified. Ml three of. these specified problems would suggest a policy solution aiming at 
expanding the quantitative output of- health personnel. 

Perception of this basic issue of personnel shortage in Period II is reflected in the 
<*}ioice of a topic for the = first Technical , Discussions held at a World Health Assembly m 
1951, the last year of Per.iod I.. This topic was simply "The education and training of- 
i^edical and public healfch personnel", 17 and it was followed in 1953 by one of the first 
organizational- studies of - * "the Executive Board, namely on "The Education and Training 
Programme." . 18 

All the other problems identified, such as numbers 5 , 6 and 7 in the abovej listing _ 
related to other basic objectives in the health manpower field (relevance, quality standards, 
planning). these will be explored in later chapters. - 

. Problem number 6 atfbve - the "need for 1 standards in education" - provoked some heated 
discussions at more than one World Health ' Assembly in this period. India and 'Pakistan 
advocated ceftain^uhif orm minimal standards for medical school curricula, while other nations 
did not regard the. diversity of methods of medical training as a problem. It, is relevant 
that the second report of an expert Committee in the health manpower field hfid concluded m. 
1952 that "the formulation of international standards of medical education was ... not 
feasible at the present time"; instead "careful adaptation" to local circumstances was 
advocated. 19 Yet the same expert committee had also stated "... that certain minimum, 
essentials in undergraduate medical education should be universally accepted". * When - 
resolution WHA9.33 was later adopted by the World Health Assembly, it simply called for 
further study of* this controversial ' issue of "minimum educational standards on an inter- 
national basis for doctors". 20 One of the hidden motivations at the back of this debate 
came to the surface in^l958, when an Executive Board discussion referred to international 
standards of medical education in order to "help to remove obstacles in the way of people i 
going from one country to another to study or to practise medicine".^ 

Problems related to the training- o,f health auxiliaries also surfaced in Period II. « 
Although expert committees, had twice advocated the value of such personnel, both in indus- . 
t trialized and developing countries, opposition to them took various formsT"* it was said, for 
example) that auxiliaries might degenerate into quacks. As late as 1961, at an Executive 
Board session, it' was proposed that the training of auxiliaries be made the subject of . 
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Technical Discussions at; the next World Health Assembly; after debate, however, the topic 
decided upon, was "Etiucat iort and training of the physician for the preventive and social 
aspects of 'clinical prac t»ice" 

Health manpower"* problems of other programmes of WHO - malaria con trol , c- ejj^ironmental 
health, nutrition, and so on - were also frequently identified during Period^-ry. ] Almost 
invariably the gre^tesj: obstacle to progress in these programmes was said to be a serious 
shortag?'of a^uately trained health personnel. Thus, the problems identified* in these 
other WHO programmes inevitably created pressures in the education and training field. 
Likewise the edy£at ion ' and training programme exerted influence on the oth^r health pro- 
grammes. This was very .prominent in respectf^f the nursing programme - oriented principally 
to training nurses at several levels, but the ( effects were also evident in the broad sphere 
of "strengthening national health service". The latter WHO programme influenced health 
manpower policy with regard to both reinforcing the preventive and social aspects of basic 
medical education and promoting improvements of schools of public health. 

These varied political, social and health conditions in the world, and the perception of 
problems by Member States in ,WH0, led^ to policy formulations and programme activities 
directed towards specific objective^, to be reviewed in later chapters. 
' ** * 

Period III : Circumstances and perception of problems (1962-1972) 
« % > 

The Worldwide social and political situation in the decade 1962-1972 remained turbulent , 
exerting an inevitable influence on the identification of problems and issues m WHO. 
Towards t*he end of* Period II, for example, a social revolution in Cuba brought into power in 
1959 a new government. 1 That event, in turn, stimulated the Organization of American States 
to form an ^Al 1 iance 4 f or Progress throughout Latin America. This included much bilateral* 
(mainly USA) financial support for health resources and services, particularly for tackling 
problems ^in rural areas. 22 

*■ % The ney "cold war" conflicts were aggravated by further hostilities occurring in Viet 
Nam, which did not end until 1975. During these years, the international tension remained 
hijgh, anji it inevitably had repercussions in the United Nations and all the specialized 
agencies, including WHO. 

Partly related to* the Viet Nam conflict, but also doubtless for many other reasons that 
were not entirely clear, the late 1960s were marked by rebellious demonstrations of young 
people against the prevailing political and social systems in many countries throughout the • 
worltt. National liberation movements continued in Africa and elsewhere, leading to the 
emancipation of more former colonics and adding new developing countries to" the membership of 
WHO. Between 1962 and 1972, thepe countries continued to im.raase from 66£ to 71* of total 
WHO membership (Table 1). In tfre years 1964-1967, the developing countries even formed a 
kind of internal "caucus" or voting block within the United Nations and the specialized 
agencies - known as the "Group of 77" even after its participants numbered more. than 100. 

At the same time, the 1960s were a period 6f , advances in the social organization andv^ 
planning of health resources and services in many . indus tr ia 1 ized nations. Social insurance 
for medical care in Sweden, for example, was extended to 100%* of the population in the 
1960s. The USA enacted in 1965 the first national programme of social insurance for medical 
care ("Medicare" for the aged) in that affluent and free-market setting; > a year later in 
1966', the USA also passed its first legislation explicitly referring to comprehensive health.' 
planning. With this 'action, a t t i tudes , towards health planning in many countries changed 
from ^Wspic ion to overt support* It may not. be accidental, that the first official WHO 
Technical Report dealing with national heal th< planning "was issued in 1967.23 , 

Towards the end of Period 1 lEE, in 1972, the People ! s Republic of China occupied, after 23y 
years, the seat k of China in the World Health Assembly (following equivalent action in the 
United Nations). As. soon became evident, important "developments had been occurring in the 
health sector of this vast country - and particularly in health manpower policies and 
programmes . 2^ The .change on ,the representation of China had inevitable impacts on the 
identification of problems and the problem formulation of policies in WHO, and so did the 
further steps trfken towards ensuring universality of the Organization Xa^pission of countries 
for whom earlier the road to membership was barred for purely political reasons, e.g. the 
German Democ rat ic' Republ ic ) . • 1 



„ The decolonization of Africa and other ' regions continued dramatically during Period 
III. Although national independence frequently brought campaigns for extension of community 
development, greater literacy, and improved health care in these countries, the early years 
Of self-government were often turbulent politically. The civil war in Nigeria .(1967-1970) 
was only one of the more dramatic among many such tumultuous events. Recognizing a widening 
socio-economic gap* between the developed and developing nations, the United Nations desig- 
nated the 1960s as the Umted Nations Development Decade, and in 1971, towards, the end of 
Period III, a "Second Development Decade 11 was declared. Moreover, the impact of health upon 
economic development came to be increasingly appreciated, (the opposite influence - poverty 
causing disease - had been long understood), so that the United Nations Development Programme 
(UNDP) 'increased its f inane ia> support of health 'activities, training among them. 

H At the same time, the expenditures for health services in; the highly industrialized 
capitalist nations were rising rapidly, at a pace much greater than the growth of the gross 
national pcartuct (GNP). % In the United States, for example, health expenditures f*om all 
sources rose from 5.3% of the GNP in 1960 to 7'.9% in 1972. 23 These financial pressures 
induced even the affluent countries to plan the preparation of less costly types of health 
manpower (e.g. Vnurse practitioners" or "physician assistants' 1 ) than' the customary pro- 
fessions. .Greater efficiency in health care delivery, involving the utilization of health 
jipenpower was also being widely explored. 

The health status of most .national populations in Period III showed sojtle" improvement 
according to sach measurements as infant mortality rates," or death 'rates from tuberculosis,, 
but the burden of communicable diseases and malnutrition in the developing countries remained 
enormous. In the Third Report on the World Health Situation, 1961-1964 , it is noteworthy 
that, along with* specific diseases, the major national health problems }ifted in fj l X2 ed 
"administrative and organizational deficiencies (including personnel def iciencies )" . • 
Greater attention was also givieru in this period to the problems created by rapid population 
growth - often almost nullifying^the increase in 8 a nation's GNP. in the Fourth Report on 
the World Health Situat ion 1965-1968 , moreover", an entire chapter 27 was^ devoted to the 
problems of health manpower. Both of these world health assessments in the 19j60s stressed 
the extremely important interdependence of socioeconomic, conditions and health. f The fifth 
report, for 1969-1972, even devotes a chapter "Economic Development and the Organization 
of Health Services" . 28 

c 

X A dramatic experience in the fight against malaria marked the later years of Period 
III. In the 1950s, WHO had mounted a global campaign for the eradication of this highly 
prevalent and serious disease. After steady progress for many years, largely through a 
strategy of residual spraying of houses with DDT, the mosquito vector began to develop 
resistance to t|his insecticide. Rather suddenly, in the late 1960s-, a major resurgence of 
this debilitating disease occurred' in many countries. Significant lessons on general "public 
health policy were soon to be learned from this experience (see Period IV*)., 

Perception by countries of problems involving health manpower sharpened during Period 
'ill, beyond the l'evel in Period II.' An analysis, of interventions relating to health man- 
power at-all eleven World Health Assemblies in the'period showed an increase from an average, 
of 43.7 per ye*r in PeriotJ II to 88.2 pe'r year in Period III (the growth by Member States 
being far less than this 100/5 rise). 2 ^ The greater share of this increase in the identi- 
fication of health manpower problems was attributable to developing countries. The 1 topics 
chosen for Technical Discussions at the. World Health Assemblies in 1963 and 1970, moreover, 
were' in the health manpower field. 

Especially signif icant> was the very great variety of health manpower problems identified 
in World Health Assembly discussions during Period III. Counting only interventions on 
problems which were cited at least 10 times, there were 828 which could be classified as 
being concerned with definable issues in health manpower developments The great diversity 
of these problems, as shown by the percentage of interventions on them, is shown in 
Table 4. 29 The far wider scope of these problems ( identified in Period III, compared with 
Period II (listed earlier), isSmpressive . Not on^jjgpe there numerous problems articulated 
concerning the production of health- personnel (fcoth^f?? Quantity and quality), but there are 
various problems concerning effective personnel managenent (including the geographic distri- 
bution of health. workers both within and across countries) and also specifically concerning 
health manpower planning. Especially interesting, Ml the* light of the subsequent evolution 
' of health manpower policy, are the 3.1% of interventions «on the need for coordination between 
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schools training health personnel " and health administrations. The modified rank order ot 
problems identified ,' compared with Period II, is also significant; fellowships, for example, 
declined from first to fourth place, whereas the shortage of health personnel rose from 
J fourth to first place, and the identification of wholly new problems 1 , such as the "brain 
drain" (jthird place) and the need for health planning (22nd place)* Several other problems 
that had been noted infrequently to be included in the list for Period II (items 7, 13, 14," 
15, and 20) rose to the surface in Period III. As we shall see, the explicit definition of 
these problems reflects increasing concern for policies on the relevance of health personnel 
- educat ion to the real health needs of countries. 

Tafrle 4 . Healtfi manpower problems: Percentage distribution of interventions on the main 
problems identified by Member States at World Health Assemblies, 1962-1972. 

Problems identified • Percentage of interventions 

(N=828) 

• • • 

1. Shortage of health personnel 12.9 * * ' 

2. Need for training auxiliary personnel 11.3 

3. "Brain.drain" between countries 8.2 

4. Problems related to fellowships 7.5 

5. Need for cross-national equivalence of diplomas 7.4 

6. foeed for nursing, midwifery education 6.0 

7. Need for adaptation of curricula 1 5.7 

8. Need -for teaching preventive and social medicine > 5.2 

... . q 

9. Training of national health personnel 4 • 3.9 , 

• v. , 

10. Need for more -medical 'schools ^ 3.7 

11. Definition of "physician" • • ^ 3.1- 

12. Need for coordination between schools training * 

health personnel and health administrations 3.1 

13. Need for training of teachers 3.0 

14. Need for proper management of health personnel 2.8 * ' , 

15. Shortcomings of medical education 2.8 

16. Need for strengthening of schools of public health 2.4 » 
1^. Need for standards in medical education 2^A 

18. Need for raising the quality of medical education % 1.9 

19. Lack of rurtfl health personnel ^ 1.8 

- 20. Relation between socioeconomic conditions and health 1.3 ^ 

21. Personnel maldistribution within countries j 1.2 * \ 

*22. Need for health manpower planning ' 1.2 * J 

23. Need for regional training centres 1.2 

All problems identified . 100.0 , 



A therqe* that ^ permeated WHO deliberations throughout Period Ill^as, of course, assistance r 
t to the newly independent countries. This crucial need, which was felt in health manpower as 
in other fields, was not always articulated explicitly as a problem, but rather .was often 
included on the agenda of several World Health Assemblies and Executive Board sessions. 
Resolution WHA2C50 in 1967 speaks of "the ever greater disparity ttfat is developing in 
health programmes , as between the developed and newly independent countries".*^ *^In the 
N s-Ame- vein,' the agenda topic "Training of National Health Personnel", frequently came up at 
meetings of WHO governing bodies in these years, and referred essentially to the question of 
how WHO could "help countries in training their Own nationals, bearing in mind the close link 
between training and the planning and development of health services". 
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The several references to health manpower problems in the WHO reports on the world health, 
situation in Period ILL .have been noted earlier, and, these problems were also identified 
utomiti c irtly*^ other contexts. In 1971, there was submitted to the Executive Board an 
"Assessment • ot UNlCEF/WHO-assisted Education and Training Programmes". 32 The v first, 
problem identified in* this report was" the weak liaison in countries between health and 
educational authorities. Other problems specified were the poor adaptation to local needs 
of health^curricula (which were based instead on western models of 50 years ago), # the lack of 
practical community-oriented teaching (it being too hospital oriented), the "brain drain", 
inadequate textbooks and teaching equipment, opposition (from b.oth physicians and politicans^ 
to the u^e <jji health auxiliaries, and the lack of a team approach. 

One must appreciate that many of these health manpower problems, identified as such, were 
niatters of controversy . Without enumerating all the details, the general lines of conten- 
tion w6re between those spokesmen who advocated health personnel quality above all and others 
who criticized bitterly the irrelevance to local needs of so much professional (especially 
medicaW-^eBucation. The "quality camp" usually advocated internationally acceptable 
standards— for medical school curricula, cross-national equivalence of -academic degrees, 
etc. This'view was .advocated for' such reasons as: (a) facilitating the free movement of 
doctors between ^countries, (t>) promoting exchange between countries for postgraduate 
training and expedience, and (c) enabling developing countries to assess foreign doctors ? 
coming to £hem, so that they would "not become^ a dumping ground for inefficient doctors". 

In ^opposition* to the "quality camp" was the basic argument that training should be 
suitable and relevant to. each country's needs. This position was well summarized ,by a 
statement at the 1972 World Health Assembly that: 

"There was no need for reciprocal recognition of degrees to facilitate the migration of 
physicians There was' little need for standardization, since every country trained 

* physicians to meet its own requirements in terms of quality and even of numbers."-* 

But during the entire Period III, this basic disagreement in problem definition was not 
-clearly resolved. In a sense, the . views of the two opposing schools of thought were 
embodied in resolution WHA24,59, submitted by the USSR, which recommended both "fundamental 
international standards in medical education" and also* recognition of "local circumstances 
that reflect the specific character of the state of health ot the population and <5f the 
public health services in different countries and regions. "^ 

Another indirectly related problem, prominently identified in Period lit, was the so- 
called "brain drain" of doctors fcrom_ the "less developed to the more developed countries. 36 
This was also a matter for contention between those who advocated freedom ^of movement of 
personnel and those who emphasized loss of expensively trained manpower from countries that 
already had shortages in relation to their own needs. 

Finally the heed to train auxiliaries was a problem generating much* controversy. ^ On the 
one hand, there was the view (expressed in many ways) that health .auxil iaries« were valuable 
because "scarce medical time must not be wasted on work doctors need not do"./ On the 
other hand, there was the repeated claim that the quality of medical service must be main- 
tained above all, that additional doctors were the major need, and that auxiliaries were, at 
best,-qndy a temporary expedient. It was' only in 1971, towards the end of Period I.II, that 
a consensus began to "Term in favour of the definite^ value of auxiliaries - with a USSR- 
sponsored resolution in %C 1972 (WHA25.42) urging "Member States to 'intensify their efforts to 
promote the training and utilisation of health auxiliaries".. *8 

The gradual identification and clarification of thes^e health ^manpower problems towards 
the end of Period III- paved the way to a clearer interpretation of issues in Period IV, which 
led m turn to rather substantial modif ications— a£ emphasis in WHO policies >and programmes 
including those concerned nith health manpower, 

i 

PeriodoIV : Circumstances and ^perception of problems (1973rl980) 

The general political environment of the world seemed more placid in Period IV (1973-^ 
1980), perhaps because of the development of "detente" in international' relationships.^ 
Nevertheless, local wars and revolutions continued to occur, such as the Middle East' military , 
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♦conflict in 1973, the "liberation from colonial status of both Angola and Mozambique in 1975,^ 
and t*he revolutions that radically changed the power structures of* Nicaragua and Iran in 
i^WS. The number of developing countries in WHO continued to increase, \ but* 'at a slower pace 
* than in the previous two periods - rising, from 71% of the total members in 1973 to 74% in 
1980 (Table '!.). ' 

Economically, many countries - both industrialized and developing - had great diffi- 
culties* in this period. Provoked in part by the worldwide o'il crisis of 1973 , many 
countries entered a fprm of recession in which^unempldyment was paradoxically combined with 
% inflation. The rates of growth of GNP showed down in almost all countries, but most 
xgrjously in the very poorest nations. yEetween 1971 and 1975, the GNP growth in i0 of the 
world's poorest countries (with 1 200 /0OO, 000 populatioh) was only 1*.!%.^ Stimulated by 
these .serious economic dif f icult.ies , fcne General Assembly of the United Nations in 1974 made 
a declaration calling for the Establishment of a New International Economic Order and adppce 
a programme^ of action to achieve this. This dec laration* called dramatically for: ^ 

n a new international economic order based on equity, sovereign equality, interdependence, 
common interest and cooperation among all States, irrespective of fcheir^ economic and 
social systems which shall correct inequalities and redress existing injustices, make it 
possible* to eliminate the widening gap between the developed and the developing countries 
^ and ensure steadily accelerating economic and social development and peace and justice 
1 for present and future, generations' 1 .^ 

« f 

* «. * 
From the reaction that occurred throughout the United %Nat,ions and the specialized 

agencies to «such a declaration, one can understand the sweeping character of the historic 

resolution WHA30.43 adopted by WHO in 1977 anc) .stating that the World Health Organization: 

"considering that heat^h is^^basic human right and a worldwide social goal, and that it 
is essential to the satXsJ^Hffon of basic human needs and the quality of li.fe ... decides 
that the mam social tarJK of governments and WHO m the coming decades should be the 
attainment by all the citXzens of the world by tfie year 2000 of a level of health that 

* will permit' them to lead a socially and economically productive life."^ 

Accordingly, it became more and more widely recognizee! tfrat health was not only a desirable 
social goal, itself, but also "a means and, indeed, an inctispensabj.e component, if not pre- 
requisite, of social and economic development".^ 9 ' 

Finally* certain other general sociocultural features of the 1970b should be noted in >^ 
considering the' influences on. "health problem identification within WHO. Initially in 
certain affluent industrialized countries but soon spreading veity widely , there emerged a_ • 
"women's liberation movement" through which women of many countries claimed a right to 
greater .equality in economic, -social and legal affairs ^ than had prevailed hitherto. The 
vast growth of industrial production and the great use of ^automobiles in highly developed 
countries caused serious atmospheric pollution in many of the world's large cities;' in 
reaction there arose widespread jderaands for environmental protection, w*nich evolved into an 
"ecology" movement and a rejection of urban culture as "artificial"* In the health sector, 
this soon became expressed in a mounting distrust of excessive medical technology, compared 
with the benefits, of simple, natural/ lifestyles. • 

¥ 

The WHO review of the world health situation for 1973-1977 was "compelled to conclude that; 

1 "In spite of some important areas of progress during the period under reyv ew > poverty \ 

remains the lot of substantial parts of ^he populations of ^the Third World, and it is of 
. course this continuing poverty that is at the root of the 'world's most pressing health 
problems". ^ 3 * » * 

T<Jrards the end of Period IV, WHO was prou*4' to announce, at its World Health Assembly in 
1980, that "the world and all its peoples have won freedom from smallpox" and that this 
achievement "... demonstrated how nations working together in a common cause may further 
human progress" (WHA33.3).^ Jhe corresponding attempt to eradicate malaria, as noted 
earlier, had n ot bee n successful. As pointed out by many, the failure of a mass campaign 
approach^to most health problems was due basically to the lack of an ef feet ive worldwide 
infrastructure of general public health organization; in developing countries.^ 5 This 
experience taught WHO and Member States an important 'lesion, which soon had direct impacts on 
policy formulation for health manpower. \ , ^ * 
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v Among, the many , conse quences of this "rediscovery of the importance of a comprehensive 
n a ttb'n a tSfi e a l£n* system - even if the goal wa.s to conquer a specific disease like malaria - 
was ^he organization of a spec ial iaLernat ional meeting, to which senior officials of all 
Member Stages were invited, to e*5wm?gie the "central question of how to assure needed health 
Service^ 'fbr all people in the world\ Af'ter 30 years of effort, the main objective* of the 
World- ''Heal tff Organization - "attainments by "all peoples of the highest possible level of 
-h'e'alth> - w^s very far from achievement. The problems of disease, malnutrition, and 
prem^ure death, especially in the developing countries, remained enormous. A large propor- 
tion of mankind did not have access' to even elementary health care. Recognition of these 
grim realities had, indeed, been mounting over the' years". 

* ; • * ' ■" 

. After extensive preparatory worl^ a global Conference on Primary, Health Care was*'held in 
September 1978 at Alma-Ata, USSRV" From, tb,is epochal meeting, there came the Declaration of % 
Alma-Ata, which defined primary health care as: 

"essenCiaUbealth care based on practical, scientifically sound and socially acceptable' 
methods and technology made universally accessible, to individual's and families in the 
^community ...[Furthermore] pr imaro^health care relies, at local" and referral levels, on 
health workers, including physicians, nv/rses, .midwives, auxiliaries, and community workers 
as applicable, as well as traditional practitioners as needed, suitably trained socially 
and technically to work as a health team,, and to respond to jthe expressed health needs of 
the dommunity 

* * 

In order to achieve -this objective of extending primary health care to everyone, the 

Declaration continued:' . v ' 

i ... 

"All governments should formulate national policies, strategies and plans of action to 
launch and sustain primary health car^ as part of a comprehensive national health system 
in coordination with other sectors/ -To' this end, it will be necessary to exercise 
political will, to mobilize the a country 1 s resource^ and to use available external 
resources nationally. 11 

It is evident that the attainment of such sweeping objectives required a fresh, more daring 
orientation of the work of WHO in all fieI<K, including health manpower development. 



In these circumstances, it? can t be. no surprise that the perception of health manpower 
problems in WHO and its Member States * cont rnued to ^sharpen during Period IV. In terms of, 
interventions -at World Health Assemblies held £rom 1973 to 1980", those relating to health 
manpower rose further from the average^of 88.2* per year in Period III to 122.7 per year in 
Period IV r- this rise of 39% again greatly exceeding the increase' in the number of Member 
States between the two periods. 4 ^ 7 ' By contrast with the previous period, however, the 
greater share of these interventions in Period IV came from the* more developed countries; 
the latter countries were evidently coming *to appreciate more keenly their om proble ms i n 
the health manpower field. * 

Analysis of the content of 715 interventions on health manpower ..problems (each mentioned 
at least 10 times), identified at World Health Asse^bliesdffring Period IV, also shows some 
significant differences from the spectrum .found in' Period III. The ttasic data are shown in 
Table 5. Especially noteworthy is* the top rank attained by problems^ involving auxiliary 
health personnel, as well as the closely related subject of primary health workers., .The 
disappearance from the list of . any , problem involving the* whole issue of ^uaiitpr (elevating 
standards, equivalence f of academic degrees, etc.) equally Significant . The heed for more 
medical school^; occupying tenth rank y Period 'III, has also disappeared in Period'IV. The 
inclusion for the first time among the main problem^ of tissues ' related to traditional, birth 
attendants and practitioners of traditional medicine is likewise' significant. % Newly 
identified problems in TabLe 5 are alstf those numbered 8, 10', 19, and 21. The steady 
descent in importance of problems' related' .to ' fellowships is noteworthy; while still 
discussed, they have fallen from the top-rank ingj problem in Period II to 17tK in rank in 
Period IV* Finally, the need to integrate the development q£ health services and health 
personnel, while mentioned in previous periods, rose t|o fifth in rank during Period IV. 

r 
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Tgtrte 5 Health manpower' pro6lems: Percentage distribution of interventions on the main 
y p problems identified by Member States at World Health Assemblies, 1973-1980 

'. L_ L 1 

Main problems identified ' Pertentage of interventions 

(N = 715) _ , 

• * i 

It Need' for auxiliary health personnel ,; 16.2 

2. Need for primary health care personnel 11»2 

3. General 'Shortage of health personnel 8,3 

4. * The "brain drain M f problem * 6.9 

m 5. Need for integration of health services' and personnel 5.5 t 

6. Need for training of teachers } - 4.9 * 

7^ Problems of medical education, 1 * * g 4.6 

8. Need for a team approach in personnel use 4.6 * 

'9.' Need for adaptation of-cu^ricula 4.3 

10. Need for community-oriented curricula ' 4.2 f 

lit Need for post-graduate/continuing education # 4 4.2 

12. Problems of nursing and midwifery education 3.4 

13. Problems involving traditional birth attendants 2.9 ^ 

14. Maldistribution of personnel within countries 2.8 

15. Need for health manpower planning 2.7 

16. Need for proper management of health personnel 2.5 t 

17. Fellowships >; 2.1 

18. Need for reorientation of educational programmes 2.1 

*19. Problems of university centres 1 for health sciences 2.1 ^\ 

•- 20. Problems on practitioners of traditional medicine 1.7 

21. Problems in technical cooperation among developing 

countries 1.5 

22. Lack of teaching/learning materials <- 1*4 

All health manpower problems » y * 100.0 . 

A \ 

In order to respond to a resolution of 'the 1972 World Health Assembly '(WHA25 .42) , which 
requested the^irector-General to submit concrete proposals for the future activities of WHO 
in the training of health personnel for a number of years, a long-term programme with a broad 
list of key problems was prepared and endorsed, after discussion, by the sixty-first session 
of the Executive Boaxd and the Twenty-ninth World Health Assembly.* This inventory of 
problems grouped the health manpower issues throughout the world in four main classes 
(systems, planning, production and management ) , and 19 specific problems. In summary, this 
catalogue of problems was as follows: > 

With respect to health manpower systems , the problems were identified to include: 

absence or inadequacy of national health manpower policies; 

absence of a we 11 -Conceived national health manpower system, as an integral part of 
the overall 'health system; 

lack of integration or coordination of three elements of the HMD process (planning, 
production, and management); 

failure of training institutions to take account of health manpower plans quantita- 
tively or qualitatively, absence of monitoring of health personnel development, and 
lack of feedback on such observations; • 
lack of coordination between the* HMD process and other relevant socioeconomic 
sectors (general education, social security, labour, etc.). 

With respect to planning , the problems were: • 

j - lack of proper planning of health team's; 1 ^ 

undue emphasis on conventional types of personnel (especially ph)teicians k and 
nurses), overlooking other categories. ' 

■ ' ' . 1 . 

With* respect to production ,, there were problems involving; 

. . . T* 

shortage of facilities to train the required numbers and types of health personnel 

needed in some fields, while excessive numbers existed in other fields; 

/ * • 

© / . : • - ^ 
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* - shortage If properly qualified teachers; ' 

lack of proper preparation of new types of health personnel, and reorientation ot 
conventional t^pes; 

yide disparities between academic training and objective health service needs; 

- % little appreciation of out-of-hospital health service needs, particularly *for 

prevention and heal th> promotion; 

lack of collaboration between educational and health*care authorities; % ♦ 

hostility \:o change from certain professional groups. » 

V * 

With respect to the management (utilization) of all types of health personnel^ 'bhe 
problems concerned; * 

' - poor wc/rking condit ions , especially in rural areas; 

lack of job security, with uncertain career prospects; 
• lack of job satisfaction; 

inadequate continuing education towards maintenance of technical competence; 
inadequate training of seniorr and middle-level health programme/administrators*^ 

This comprehensive inventory of health manpower problems served " to bring together 
virtually all the issues that had been disclosed, explicitly or implicitly, in numerous other 
documents of the World Health Assembly and Executive Board .during Period IV. In these 
bodies some controversy persisted (though at lesser intensity) over auxiliary health per- 
sonnel and the use of traditional practitioners, but the previous debates about international 
curriculum standards and equivalence of academic degrees had significantly ended. . 



This completes a rather streamlined review of worldwide circumstances during 1,948-1980 
that impinged on the perception of health manpower problems in WHO and irts Member States, as 
well as a summary of the ways that those problems were perceived and interpreted in WHO. 
(An exhaustive discussion of those circumstances, influencing factors, as well as of these 
problems, is to be found in the report of the document analysis. ) Doubtless many mo»e 
events than those we mentioned have contributed to the -interpretation of these problems by 
national health leaders, who t interacting with one another and with WHO - have formulated a 
series of policy objectives* We may now attempt 'to make a systematic analysis of those 
policy objectives, formulated to tackle these problems, and the programmes designed to carry 
tHem out . 9 * — — j 

* <*> 

An approach to policy objectives ~* B <*" ^ . 

As noted earlier, the— maimer in which problems are identified inevitably influences the 
formulation of policy objectives, which in turn stimulate various action programmes. In 
order to shed light on the evolution of these policies (goals, priorities, main directions) 
and associated programmes, with the advantage of hindsight (provided, of course, by any 
historical review), one can conceptualize some eight basic objectives that over the years 
have determined WHO health manpower strategies. In very rough chronological order, with 
respect to their evolving importance and priority, these have been as follows: 

1* Increased quantity of conventional health personnel 

2. Improved quality of medical and nursing education 

3* Cross-national equality of health personnel training programmes 

4 f Geographic coverage of» countries with personnel 

5* Efficiency in production and use of health manpower * 

6* National planning of health manpower 1 ^ 0 

*l ♦ Relevance of healt"h personnel to* national n«ds ft 

8* Integration of health manpower and health services development. 

This is, of course* somewhat of a simplification of the actual developments, but it can help 
us analyse a very complex process in a systematic way. , , 



As we will see, the importance attached to these eight general objectives has tended to^ 
change over the years. Some objectives have grown more important while others have become 
less so. Moreover, in any one of the four time-periods through which the policy evolution 
is^ traced several different objectives have continued to exist side-by-side, determining the 
programmes to be implemented. An approximate representation of tjiis complex evglut ionary_ 
process is shown in Table 6. 

Also, as we will see in the coming chapters, the*- programmes implemented under each of the 
eight objectives are certainly not mutually exclusive. The expanded training of health 
auxiliaries, for example, has contrfbuted to the attainment of the objectives of geographical 
coverage, as well as those of efficiency and of relevance. The strengthened teaching of 
preventive and social medicine in medical schools = has been supportive of the objectives of 
efficiency, of planning, and of relevance. Some objectives, on the* other hand, seem to. have 
generated unintended s ide^ef f ects , which in turn^gave rise to other programmes. Pursuit of 
the goal of achieving high-quality academic standards, .for example, gave rise to much 
unsuitable and irrelevant training that was not adapted to the true needs of most countries 
and especially of developing countries; this irrelevance, in turn, generated certain 
corrective actions. v 

Table 6 '. Health manpower policy objectives: Approximate evolution in WHO from 
4 1948 to 1980, by time-period and degree of importance* 

« 

— 1 \^ Period I Period II Period III Period IV " * ^ 

^Objectives 1948-51 1952-61 1962-72 . 1973-80 



Quantity* of K conven- xxx xxx ff xx x 

tional personnel 



livgh quality of medical 
and nursing eaNfcation 


XX XXX XX 

* 


: f » 


Equality of credentials 
* cross-nationally 


XX X 


. 


Geographic coverage 
, in countries 

• . 7 ■ 


.4 XX 4. X * 

- . / 


xxx 


Efficienc/ of health 
pers'on/fel 


* i 

* X X X 

S • • 


x x*x 

• 


r 

Planning of health 5 , 
manpower 


X X 

* •* 


xxx 


Relevance of health- 
^4>ersonne 1 
U > t 


V 

x X\ Jo... 


X x 0 x * 

\ — - 


h 

Integration of the 
development of man- 
power and services 

< 


X 

• ✓ 


xxx 





* The check marks indicate approximate degrees ofc importance/, from slightly important (x) 
/to very ^important (x x x)* ~ 



With this conceptual framework, we may now proceed to art analysis of WHO objec tives v and 
their associated programmes over the last 30 years*. One mus£. never lose sight, of course, 
as explained in Chapter II, of the that WHO policies emerge from a dynamic interaction 

between the Organization and the problems and, activities in its Member States, ■ \ 
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<* ' Chapter # IV 

QUANTITY OBJECTIVE: GREATER SUPPLIES Of CONVENTIONAL 
HEALTH PERSONNEL 

The formulation of any objective may be explicit and direct or - for various social and 

• psychological reasons - it may be implicit (in various degrees), without clear articula- 
tion. The very first health manpower objective to be explicitly formulated in WHO, however, 
was to increase the worldwide supply of health personnel, and this meant the conventional 
categories with which nations were, most familiar - mainly physicians and nurses. The keen 
and widespread perception of a serious problem of personnel shortage from the very birth of 
WHO has been noted in Chapter III* 

In the early World Health Assembly discissions reference was made to the need also for 
."auxiliary personnel", but the term was employed to mean virtually anyone -assisting the 
doctor, such as laboratory technicians, pharmacists, and nurses. Only some time later did 
"health auxiliaries" acquire the more specific current . meaning of personnel who might be 
auxiliary to the nurse or„ to the pharmacist, as^well as the polyvalent primary health worker 
with modest training, which the term most often 'connotes today. Moreover, only much later 
were specific programmes ^implemented for the training of health auxiliaries, as a matter ot 
high priority. 

The problem, perceived as a "shortage of doctors", gave rise to several sorts of correc- 
tive action in developing^ countries . When these had been ^colonie^ the response was to send 
physicians to them from the "mother country". Another solution was, to send students from 
the developing country (usually after independence) 'for professional training abroad. The 
ultimate solution was to .establish medical schools in developing countries where $one existed 
and/or" to increase the output' of existing schools. However, these schools were at first 
inevitably manned by expatriates and only at a later stage of development were they gradually^ 
replaced by nationals of the country concerned. * From the&e several strategics, there would 
follow different programmes of action in countries and in "WHO. 

Increasing conventional health personnel - Period I 

The very first World Health Assembly, in 1948, took action to promote the policy objec- 
tive of increasing the supply ot physicians everywhere; there was no explicit focus on 
developing countries.] This objective would be promoted by a programme of education and 
training... . Resolution WHA1.28 made reference to fellowships, medical literature, and 
emergency services stsl the means fo this end. 1 The first annual report of the Director- 
General, moreover, refers to teaching material and equipment among the acit Lvities to promote 
education and training. It- will be recalled from Chapter II that in^ this initial year, 
thes^e activities wer£ a responsibility of the Fellowships Section in the WHO Secretariat. 
By 1949, however, there was* es tabl ished at the* Geneva headquarters a Division ot Professional 
ahd Technical Education, responsible not only for fellowships but also for several other 
activities. ' ™" 

* ~ w '^~ * 

The Second Worldi -Health- Assembly, in 19^9, added further refinements to the strategy of 
expanding the supply of health personnel by encouraging in resolution WHA2.7, the "development 
by government of. . national educational institutes in the field of health" (underlining 
added). 2 The implication was clearly- that schools should be available^ within each 
country, so that Students would not Have to go abroad for profess ional education. The need 
for actions beyond s.imple^ numerical increases in personnel - such as correcting the geo- 
graphic maldistribution oY physicians - was, indeed, ^identified at WHO discussions ih Period 
I, but programme's wer£ not formulated in response. 

The achievements even' the- "S imple quantitative objective or increasing health personnel 
was evidently not so easy in the first years of WHO*. Thus in 1948, out of the total WHO 
budget*, 16.6% was allocated for "Education and Training" (about US$797 OQO), but only 27% of 
these funds were actually spent*, 3 By 1951, Education and Training (fcT) was being allo- 
cated 26^.3% of- the total WHO -budget, and the' programme was sufficiently developed to spend 
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some 67% of this* larger allocation. It is also noteworthy that within* the ET account, over 
the years 1949-1^51f, the lion's share went to ! support fellowships. Nevertheless, even 
between 1949 and' 1951, the share of money for fellowships dec lined-' slightly from 68 to 59% of 
the ET. funds, and that for training courses rose frofn 26 to 32%. ^ 

In these first years of- WHO/ explic it attention was given also to the "training ot nurses 
and other auxiliary personnel" 4 . (one may " note that the term "other" implies that nurses 
were regarded as one type of auxiliary). The narrative text connected with this referred to 
enabling "all countries to extend the health care vof the masses of their population", but 
this verbalization of an objective did not really lead to practical activities until many 
years later. The importance attached to intranational training, however, was corroborated 
in the Director-General's report for 1951, which stated that "local training and training 
within the region" was indeed, being duly emphasized. ^ 

These initial years of Period I '(194S-1951) were naturally the first formatrve phase of 
WHO policy ajid programme development, when expansion of the world's, supply of doctors and 
nurses was clearly the primary goal - although, as we shall see, other objectives were also 
pursued or, at least,*, hinted at.^._The "quantity objective" may now be considered for Period 
II, covered by the Organizations first two General Programmes of Work (GPWs). s ' 

Increasing conventional health personnel - Period II 

The^first WHO General Programme of Work (GPWl), issued in 1951 for the* 5-year period 
1952-1956, "^ave professional and technical education of medical and auxiliary personnel a 
very high priority - along with the strengthening of national health administ rat ions * In 
elaboration of GPWl, three aspects were stressed, of which one was simply extension o*f 
professional and technical education (other aspects will be n^ted in later^ chapters ) . Then 
GPW2 likewise gave the Et programme a high priority, and specified its mam objective as 
being;,-, "to reduce the shortage in numbers by increasing the~"~output from medical schools 
This policy decision could hardly have been more specific in its quantitative 
emphasis. \» , w 

The first session a of the Expert Committee on Professional and Technical Education of 
Medical and Auxiliary Personnel specified several aims for a long-term ET programme, both 
quantitative and qualitative. Its second aim was defined as: "Increase in the'* number of 
medical, nursing, and other health personnel and of training institutions in countries and 
areas where necessary" In a publication summarizing WHO's first ten years, 1948-1957, 
the ET programme's ptfinc-irpgl objectives were epitomized^rs three, of which the first two were: 

i - 

"(a) to help countries to deal with their shortage of health and medical personnel; 
(b). arranging for countries to obtain technical skill and knowledge Xhat they now 
lack. ^ , 

Analyses of the trends in actual expenditures fo£ the ET programme during Period II atje 
difficult to make because of cframges in the categorization of budget items such as fellow- 
ships or training courses, but * it appears that the proportional ET allocations in the total 
WHO budget Reclined, presumably as the allocations for disease-specific purposes (such as 
malaria or tuberculosis) increased* 

{ In so far as the subjects of expert committee meetings reflect policy priorities, it may 
be noted that in the 10 years of Period II (1952-1961), the Expert Committee on Professional 
and Technical Education of Medical and Auxiliary Personnel met on nine occasions; all but 
two of these focused on . medical education. This does not mean that only the quantitative 
aspects of training physicians were explored, but that these aspects were at least a com- 
ponent of almost every technical report summarizing these sessions.* In addition, other 
"ET-related expert meetings on nursing," midwifery, dental auxiliaries, psychiatry, and 
paediatrics invariably advocated increased numbers of personnel in each of these disci- 
plines. 11 During' Period II also, the First ' and Second World 'Conferences on Medical 
Education were sponsored" by the World Medical Association (in 1953 and 1959),, with the close 
collaboration of WH0.^>- . 'These conferences, of course, dealt wfth much more, than the 
quantitative aspects of training physicians, among many subjects/ * 



During Period II, country field projects related to Education and Training-, were 
numerous. Those involving medical and^ public -health education (usually to- strengthen the 
training in specific medical specialties) rose from 21.6 to 36.1% of the projects between 
1952 and 1961, while those concerned with- nursing education declined from 56.8 to 32.8% of 
.the total. 14 * 

One ver*y dramatic f Le { ld project, constituting^ rapii quantitative expansion of medical 
manpower, rt * was. ( launched towards the end of Period II. The Republic of the Congo 
(Leopo^v^H!^ ,**4ibw Zaire, attained independence from Belgium in I960; and almost overnight 
all 761 European doctors from the former Belgian Cong-o departed. Noj: a single Congolese 
doctor had been trained. At the request of the United Natioris Security Council, WHO 
launched an emergency operation to provide a minimum corps of qualified physicians imme- 
diately and, at the same time, to start training Congolese health personnel both at home and 
abroad *^ , . 

It is evident that the different methods of work summarized in Chapter II, were employed 
for all types of WHO programmes in Period II, and we need not review their detailed spec- 
trum. It is of special interest, however, that, the number of fellowships continued to 
increase - from 1174 in 1952 to 1668 in 1961; more important, their distribution among 
regions changed markedly* In 1952, fellowships originating in the European Region of WHO 
constituted 50.8% of the total, declining to 28.7% by 1961; meanwhile ^fellowships origi- 
nating in countries of the African Region made up only 3.9% of the total in 1952 but rose to 
20.0% in 1961. > 

An indirect reflection of the great importance attached to the output of physicians in 
Period II was the issue in 1953 of the first World Directory of Medical Schools . ^ Other 
suctfi directories of health personnel training institutions were not issued until some years 
after. The number of medical schopls throughout the world (excluding the People's Republic 
of China, on which data were lacking) increased from 534 ^in 195.0 to 660 in I960. ' There 
were increases in "all six of WHO's regions; the greatest absolute increase occurred m the 
Americas (from 152 schools to 196, or an increment of 44), ^ bu«t the African Region (going from 
5 schools to 11) showed the greatest percentage increase - more than 100%. Along with this 
trend, it is no surprise that the global supply of physicians increased from 5.7 to 6.9 per 
10 000 over the 1950-1960 4fc£ade, even though, severe disparities among different regions 
remained very great* * ^ 

Finally, a number of WHO publications reflected the V emphasis on increasing the output of 
physicians in Period II* ^J ne WHO Chronicle , for example^ published an article in* 1954 
stressing the severe shortage of physicians throughout the South-East Asia Region, which 
could only be solved -by establishing more medical schools or enlarging those already 
present. 18 Similarly in 1955,, the WHO Chronicle reported that many governments had been 
assisted in strengthening their own professional schools by the % provision of visiting 
professors in medicine' and other established disciplines. Thus, for med ical^ schools 227 
professor-months had been fuipished during 1952-1954, plus 176 professor-months in schools of 
public health or tropical medicine, and 137 teacher-months in institutions 'for training 
^ysiotherapists and other health personnel. 19 In the Region of the Americas, the^ 
emphasis was explicitly on increasing the number of medical schoo^ls^and enlarging existing 
schools. 2 0 / . ( 

During Period II, WHO succeeded in posting a full or^part^time officer, for education and 
training activities in every Regional Office. The emphasis was clearly on expanding the 
output of conventional medical schools; even* when WHO attempted to encourage greater- 
attention to schools for H multipurpose workers, there was little enthusiasm for the idea 
within countries, largely because, of resistance from the local medical professions. It is 
probably no accident that one of the major innovative schools for training multipurpose 
health worker^ - at dondar in Ethiopia, begun in March 1954 - waff" in— a country tnat lacked 
any medical school of its own at the time. 21 (More will be said 9 abaut the Gondar project 
below). At the regional office levej, there were indeed efforts to encourage the training 
of general health auxiliaries; Jthis was discussed at meetings. \t regional committees in the 
Americas (1953 and" 1961), the Eastern Mediterranean (1954 and 1956), South-East Asia (1957) 
and the Western Pacific (1952 and 1957)* 22 But no. definite national system for training 
auxiliaries was implemented, while enthusiastic support was given to the training of more 
physicians an^prof essional nurses. 
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Beyond this, major emphasis on the quantitative aspects of conventional health personnel 
training in Period II, there was indeed a parallel and closely -associated interest in- 
improving the academic quality - and even the social outlook - of conventional doctors. 
This objective, quifce distinguishable from the quantitative one, will be discussed in the 
next chapter • t * 

Increasing conventional health personnel - Period III 

Period III coincides with WHO's GPW3 (for the* years 1962 to 1966) and- GPW4 (1967- 
1972), The main objective formulated in GPW3 for health manpower remained the same as 
before, namely "to reduce the shortage of trained staff" and. to improve the "Quality of 
education". 23 GPW4 departedv from custom and did not spell out explicit objectives, . 
although it stated that WHO will "continue to stimulate antf~ assist governments to estatflis^h 
as early as feasible new institutions, or to impro/e existing ones at which the training 9^ 
the' various categories of professional and auxiliary health personnel can be carried 
out". 2Zf Further goaLs were, however, stated , - namely, the "postgraduate training ' of 
administrators of health services" and also, .quite' significantly: • 

"in those countries where medical staff is very scarce *and which make little or no 
provision of their own for medical education, it will *be necessary to* devise training ° 
programmes for auxiliaries and their supervisors".^ 

The cautious ^restriction of this advocacy of auxiliary trailing to ccruntries with- little or 
no medical education is noteworthy. + . 

As early as 1955 , WHO had begun to promote .a worldwide campaign witl? the objective of the 
' eradication of malaria from the face of the earth. 26,1 It took some years^ however, for the 
'* necessary funds to be jrais^d to support the intended four Cj phases: ("a) preparatory, (£) 
attack, Ac) consolidation, and (d) maintenance." Around i960, successes were reported am 
the. complete elimination of this major disease # from certain countries. Then, in the late 
1960s, evidence accumulated tp/6t' the Anopheles mosquito was acqtrfrfng resistance to DDT, so 
that difterent types of insecticide and larvicide became necessajte*. The most dramatic shock 
occurred, yi Ceylon (now Sri Lanka). By 19&3 only 17 malar i4 c «| nad been reported there, 
but a resurgence of the disease occurred in. a few places and in^^68 the country was struck 
with a tremendous epidemic irt^which more U*ari a million cases, were reported^.' 9 

* • 

This y^ry serious setback taught an important lesson. * It 4 soon became widely recognized, 
that mass vertical campaigns that were not followed up by the resources of a sound infra- 
structure of health services could not be completely successful. This undoubtedly had an 
impact on the relative distribution of priorities within the health manpower programme. 
Thus, in preparing for the Second United Nations Development Decade, the \ wen ty se'cofid World 
. Health Assembly, . 'in 1969, stated that among global priority objectives there should be,; 

"the training of health service personnel at all levels, with emphasis on the education 
and training of national health cadres^n the developing count &ies" 28 \ 

> * 

This was indeed the first among six pr mc ipal .objec t ives listed., - 

While one' cannot say that in Period III the objective of training ^greater number s_ of 
- conventional health personnel declined substantially, %he* high priority given to this- objec- 
tive was diminished by recognition of the importance of training personnel "at all levels". ^ 
In 1965*3 early m Period III, the . WHO Chronicle could still give major attention to the worfd 
shortage of medical manpower, with detailed statistical reports from all six WHO 
regions. 29 In 1970, th^ favourable outcome of -the Congo exper irmhit ^coul,d fre reported 
namely*, the successful training of 154 Congolese medical assistants in European medical 
schools to become fully qualified physicians. 30 Yet, the Technical Discussions 'at the 
World Health Assembly in 1970 on "Education ,for the Health Professions Regional Aspects of 
a Universal Problem" ended with a list of 13 conclusions, not ooe o£ which referred »specif i- * 
cally to educating more physicians orv nurses. The general themes urging the training of 
national health personnel as a whole and also that training should be -geared to the 
o countries' needs came to dominate the discussions in the Execut ive,, Board, in place^ of the 
former preoccupation with enhancing medical educati6n. * 

^ 1 .. * . • 
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In the last official statement on health manpower policy in Period III - namely the^'1972 
programme and Budget proposals for 1973 - seven policy objectives were listed* Among these 
objectives (which will be discussed in Subsequent chapters) not one referred* to increasing 
the numbers of conventional personnel. 3 * Similarly, at the Twenty-fourth World Health 
Assembly in 1971, a comprehensive resolution (WHA24.59) on health manpower policy was 
adoptd; in specifying eight basic policy objectives, again no mention is made of 'medical 
schools* Indeed, the only mention of training institutions refers to them as being "an 
integral part of public health and educational systems ...".32 m 

The reduced emphasis on training more physicians and nurses towards the # end of Period III 
had^no dampening impact, however, on the overall budget for ET activities. In fact, funds 
increased over the 11-year period from 5.6% of the overall WHO budget in 1962 to 10.4% in 
1972. 33 Indeed, even though much training activity (e l .g. fellowships) was to be found 
within other WHO programmes, the dollars specifically allocated for education and training in 
1972 alone were double the overall dollars spent in this field during the previous ten years — ~ 
of Period II (1952-1961). . % m > 

♦ 

The extension of'WHO's interest beyond education ,and training of conventional health 
personnel .in Period III was one factor influencing the change in 1972 of the programme's name ' 
(as noted in Chapter II) from Education and Training to HeaUh Manpower Development. The 
connotation of the new name was obviously far broader - both in the reference, to "health 
•manpower" and in the reference to "development" rather than "training". The new name 
clearly encompassed functions such as planning, production, and management (including use and 
deployment) of personnel - whereas. /'education and training" was a name connoting only some 
aspects of the production of personnel. * 

--Partially indicative of the persistence of quantitative objectives and of the fact that 
they did not disappear in Period III ,« (although other purposes, such as strengthening educa- 
tion in preventive medicine or, other specialities, were of course also served) were the 
trends that may be observed in the use of visiting professors as a WHO method of work. 
Thus , . between 1962 and 1972, the. proportion of all such WHO prof es'sorships , located in 
medical schools actually' rbse from 21.1 to 39.1%. At the same time, however, 9 such assign-, 
ments to auxiliVyry trainipg projects rose' also from 4*.3 to 20.4% of the total. These' 
enlargements were essentially at the' expense of visiting teachers in schools of proSessional 
nursing, ^which dec lifted* • from 72.6 to 31.2% of the total. 33 %er the 11-year span, more- 
over, the absolute number of WHO visiting professors or teachers rose fF^j!r"95 to 314 persons 
per year* Also \n the WHO report of the world health s ituation 'f or 1969-1972, the Director- 
General still did not fail to make reference to the "acute shortage of trained manpower"'^ 
throughout the world. 3 ^ „ 

The rate of increase of physicians "in the world did, in fact, slow down somewhat during 
Period III. In the 1950-1960 decade, the increase from 5.7 to 6.9 physicians per 10 000 
(reported earlier) constituted a rise of 21.1%. In the decade 1960-1970. the worldwide 
Increase was from 6.9 to 7.9 per 10 000, representing a* rise of only 14.5%. 3:> Moreover, in 
the WHO African and Western Pacific Regions, the rate of increase of physicians was extremely 
small and in £he South East Asia Region the physician-population ratio remained static. 
•Indeed, in 38 countries or territories of these three regions the relative physician supply 
^actually declined. With respect to medical schools, the world inventory increased from 660 
to 962 between 1960 and 1970; the greatest absolute rise occurred in the Region of ' the 
Americas (with 95 additional-schools), while the greatest percentage^ increase (from H^to 30,^ 
or 17-3%) occurred in the African Region. 3 ** 

^Regarding the supply of graduate nurses in Period III, data are ava i^able . only from, 
selected countries, but in a few of these the expansion was quite impressive. In Ghana, the^ 
number of nurses rose from 1332 to 7345 , or by 451%. The absolute increase in India was 
from 39 350 to 6fr 800. Yet, in a few countries (Jamaica, Togo, Unit§d Republic-of Tanzania) 
there ,was an absolute decline over the decade, due -possibly to migration or to professional 
inactivity exceeding new entrants into the nursing field. 37 % 4 • « 

1 . \ . . . . 

The uneven supplies-^of physicians and nurses across regionspremamed very high, in spite 

of the increased general output during Period III. For physicians the disparity between the 

European and Che African Regions was ,more than 17 : 1 Ci«e-> % 17.§ compared to 1.0 per 10 

000); for nurses .the disparity between the European and the South-East Asia Regions exceeded 

20 ;M (i.e., 30.9 compared to 1.5 per J.0 000), ^ » 



In each of the six WHO regions ^during Period III, the production of increased t numbers of 
physicians and nurses remained the main prjtfrity. Greater emphasis than in the past was 
given to the training of health auxiliary's in discussion, but the implementation of this 
policy was not so readily achievecf. ^ \ -^^j.T^^ij ^ ^ 

^ somewhat ironic develQpment in Ethiopia f should be Recorded with respect txrCPerio^ 
III. The origin of the Gondar Health Qpllege and Training Centre in that country uT"l954 
has been noted earlier. Ten years later, however, the seeds of destruct ion 'of this innova- 
tive scheme based -detraining mult ipurpose^ auxiliaries were planted. In 1964;, there was 
founded m Addis Ababa a Faculty of Medicine at the national Haile Selassie I Univer- 
sity.^ i n due course most of the Gondar health officer graduates went on for further 
studies to become, fully qualified physicians, and more recently the school itsejf has been 
upgraded to become a medical school. All this has resulted in the gradual demise of a 
remarkably creative programme for training health workers to serve the rural population of a 
country of some 30 000 000 people (in 1978), 90% of whom are rural dwellers. The cautious- 
ness with which so many developing countries approached the training of auxiliary health 
personnel - even to serve rural locations vhere no physicians existed - has been ^candidly 
attributed to opposition from the medical profession in those countries, during Period III 
and earlier. ^ ™~ — ' ~ ~ 

Increas ing' conventional health personnel - Period IV 

Towards the end of Period III, it was gradually re|ljised that simply training more of the 
same, more physicians and nurses ,* would not solve therp'roblem of health coverage of very 
large populations in the foreseeable future. At the same time, accounts of China's 
astonishing coverage of its huge population with the elementary ' but important services of 
very modestly trained "barefoot doctors" made a powerful impression on the entire world. - 
The rising g'eneral appreciation of auxiliary health personnel, already evident in Period III, 
ascended rapidly to rfew heights in Period IV. 

There* is much more to be said in later chapters about the place of auxiliary personnel* 
training in the strategy for the achievement of various objectives, but here i\i may simply be 
noted that one concomitant* of this development was some reduction- of the previous importance 
attached to the expansion of education of physicians arfS nurses. There were other reasons 
for this ostensibly lesser emphasis on establishing new medical schools in Period IV (even 
though some new schools were founded). The costs of setting up and operating such schools 
were very high and beyond the financial capacity of many developing countries. Moreover,, 
even .where medical schools had been started or expanded, there was little' evidence of 
progress in achieving population coverage; the physicians trained tended to Concentrate in 
the urban* centrejs (where, incidentally, they satisfied the demands of elite groups that had 
favoured the'school's founding, in the first place). Thus, the perception of problems 
concerning- medical education fell to 7th rank in World Health Assembly discussions "during 
.Period IV, while the need for auxiliary health personnel shot upward to issue number one. 
Policy emphases, both in WHO and Member^ States, changed correspondingly. 

The Fifth General Programme of Work (GPW5) for the years 197 3-19777~no longer specified 
the objectives of increasing the supplies ,of medical or other health personnel, or of 
elevating the standards \>f their education. Tnstead, it simply stated that WllO assistance 
eo governments should "fcs-feer the quickest possible self-reliance," - in all fields.** 2 the 
Sixth General Programme of Work (GPW6) for * 1978-1983, has much, greater specificity in 
defining two principal objectives: ^ 

©• . * 

* * 

"To promote the development of appropriate health personnel, to meet the needs of entire 
populations ... (and) , , - 

To promote the development and application of relevant processes for basic and continuing 
educat ioi\" - 

\ 4\ 

Urtder the first- of these objectives, WHO would promote "....placing responsibility for** 
primary contact with patients on auxiliaries able to carry out well-defined activities after 
a minimum of training".^-* 

Reference in both GPW5 and GPW6 is made to a crucial general resolution adopted by the 
World Health Assembly in 1970- (WHA23.59) , which drew attention to the "important functions of 

*> 



the Organization laid down by its Constitution and ' in „ the* decisions of previous Health 

Assemblies", including among other things: » • 

. . > •* 

& ..... 

"(a) analysis and evaluation of information • • wi*th a view to identifying general 

trends in the world health situation and to evolving a strategy in regard to the most 

promising ways of developing health services and medica^ science, 

(b) study of the methodology of the -planning, organization and socio-economic analysis 
of different health systems and services o£ # different ''countries and the preparation of 
realistic recommendations ... * * - * aL i 

(c) | preparation of international agreements, ...^on^the most important health problems, 

I • • f \ ' ' • 

'j(d) ♦--formulation of recommendations m on the establishment of, standards , ... 

(e) coordination of research on the most urgent and important problems o£ biology, 
medicine,** and public .health ... - ' o 1 

(f) identification of, the "most rational and effective ways of helping Member States to 
develop their own health systems and, first and foremfc^j to train national^ health 
personnel at all levels, ... * j^m 

(g) aiming at securing the greatest participation possible of the ^countries of the world 
in the work of the Organization; 

Thi5s the guiding principles of WHO policy were, in effect, trans formed from specification 
of uniform or universal goals (such as combating the shortage of physicians and other health 
personnel) to formulation of goals which were supportive of the objectives df- each country. 
The same broad -principles of relativism, as distinguished from universality, were embodied in 
the WgO programmr^tnjdget for 19§0-1981, prepared in 1978. ^ 5 Beyond these very general 
p.r intfiiples* intended to^&uide^WHO work,' the only specific reference to health manpower 
activities *in GPW5 is a 'progrlmme objective on "development of health manpower develop- 
ment". fc ^GPW6 defines two ^broad objectives of health manpower. In both GPWs these health 



manpower? ^subjects remain among the-main priorities of the total* Organization, as in the past. 

* In,Vifitm}&ry , one may s £ ay that in ^Period IV the theme of "increasing conventional health 
personnel", *£q which 't&is* chapter is devoted, had become substantially replaced by broad 
reference ,tq., AO health manfgjw^er development , 'with two broad principal objectives (quoted 
.above). . In tffe Di rector-&|^ra^s* report' to the Twenty-ninth WorldHealth Assembly in 1976 
(reviewed towards <*ke end^^^^kip^er^ II i with respect, to its inventory of problems X, the 
objectives of th'e^Programm^^fot; ^he&lth Ttrcmppwer 'development * (HMD) and the strategies to 
achieye these are Ldef iped *tmu£h ,"Mr6r4 'comprehens iyely and v explicitly .^^ In this crucial 
document, the Director-Ge^nerar^proposed that: * ■* 



"The general principle that ^n*ould guide the Organization in health 4ianpowejf development 
is: to collaborate witf* Member StateV, at their request, in satisfying th/ heatth need§ — i 
^ of their entire popula*ti*on through health services compqsed of Veams of health orersonnel, 
on the principle that all J»alth activities should be undertaken at^tlTe" itos t /peripheral 
level of the health sdrviceS&as is, practicable,, by the worljt&rjS most suitabH^£ trained to 
carry out these activities*"^' r 1 ^fr 

HMD priorities, furthermore, are proposed "to contribute to the solution of the health 
problems of thpse people who have the most serious such problems" in ^both the developing and^ 
the developed countries. Moreover, the health needs and demands of * the people should take 
precedence* over professional interest^ and also the training and -utilization of auxiliary aad 
.community* health workers atid their supervisors should be strongly; emphasized .^8 
. * ' a . , 

tfhese priorities clearly imply the* principles ' of population- coverage^* and relevance, and 
other objectives to be discussed in subsequent chapters. The* pririciples embodied., in the 
Director-General's 1976 interpretat ior/ of appropriate ^MD policy, endorsed by the t Twenty- 
ninth World Health Assembly, were ,to become included in the historic Declaration of Alma-Ata 
in 1978, with the main social goal of health .for all by the. year 2000 to be achieved through 
primary health" care*^ 4 



With respect to achievements in health manner development in countries, ^a few observa- 
tions may be offered on the quantitative objective reviewed in this chapter. In spite of the 
,fact that it somewhat lost its importance, the**humber of medical schools' in .the world did 
continue* to increase. Between 1970 and 1975, the^ rose from 962 to 1116 - by. 16%. 50 
Most significant, however, is _Jlbe slowing down of the rate of * growth of new medical 
schools. In the previous decade of 1960-1970, the rate of growth glbbally had been 4&%. 
The Period IV data emcompass only a 5-year span, however, so that for comparison with the 
previous lOyyear span one should theoretically double this rate to 32%. Even on this basis, 
a growth ra/Ce of 32% (which may well ptove to be an overestimate) in the 1970-1980 decade, is 
substantially, lower than the 46% growth rate of medical schools during the previous aiecade. 
(The sigciijf icance of this relative decline is even heightened by a statistical artifact - 
namely, CHjat medical schools in the People's Republic of China were not counted in 1970, 
while theM were counted in 1975; .if ajdjustment were made for this fact, the grow^i rate in 
the 197{>i/would be even lower.) 



<e global supply* of physicians also rose from 7.9 per 10 000 in 1970 to 8.7 in 1975. In 
WHO African Region, how'ever,., the ratio (0.9 per 10 000) remained static over this 5-year 
span, and in the Eastern / Mediterranean Region it actually declined (from 3.1 to 3.0 
physicians per 10 OOO.^l , 1 ■ 

4 

It would seem reasonable to infer that these trends, particularly the slower rate of 
growth of medical schools, -probably reflect modified HMD objectives of countries in Period 
IV. As noted above, medical schools were ve,ry expensive, and theLr graduates failed to meet 
general population needs anyway., ^Thus,.the energies of developing countries - particularly 
in the African and the Eastern /Mediterranean Regions - started to be partially transferred 
-ofrom the expansion of medical schools arid the production of more physicians to increased 
* training of various categories of auxiliary health worker. Jhus, one finds that in WHO 
statistical publications during Period IV, there are more; categories of health auxiliary for 
which # f igures are given than previously. Also,* breakdowns are more often given, on human 
resources in the developing compared with the more 1 developed countri.es. For 1975, for, 
example, the "following contrasting data are significant 

Personnel type 



Number per 10 000, in countries 



Phy s icians 
Nurses and midwives 
Assistant nurses^ and midwives 
Medical assistant's 



Developed 


Developing 




16.0 


5.9 2 




30.3 


9.7 


0 


15.1 ' 


; 2. A 




2.4 


■«*6.8 





The' greater ratio of medical assistants representing typically health auxiliaries (often 
with three years of training following primary, or junior y secondary school) who are not 
assistant nurses - in the developing countries is in sharjp contrast to' the comparative ratios 
of the ottfer more conventional types of health personnel . Moreover, ttye numbe.r of countries 
reporting to WHO that they were training medical assistants rose from^ 27 jLn 1960, to 38 in 
1970, and to 57 in 1977. 51 1 " y * 

» « 
In summary theri, with respect to the objective of expand vnp national supplies ot conven- 
tional health personnel, one may conclude that in Period IV* thi<s objective persisted in most 
countries of the world, but at a lower priority* Within WHO policy^ the importance of this 
objective declined' perceptibly in Period IV. 
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Chapter V 

IMPROVE P! 
AND ACHIEVE ACADEMIC EXCEl 



QUALITY OBJECTIVE : IMPROVE PERSONNEL /STA^D^W)S 



Just as expanding the numbers of conventional health personnel was a prominent a initial 
objective of WHO policies in. the health manpower fie^ld, almost always linked with it was a 
call for improvement of the quality or the academic qualifications of those personnel. 
One gets the impression that various spokesmen at WHO cpnferences were -even straining to 
avoid giving the impression that they were concerned^janly 1 with mere numbers; increased 
production of physicians and nurses, it was claimed, should never be accomplished at a 
sacrifice of quality. Technical and academic stajfttfaufls mus/t be improved, it was argued, at 
the same time. .> 

Impro'ved quality of personnel - Period I 



As already noted in Chapter IV, the first World Health Assembly adopted a programme of 
education and training in specific response to the devastation of the Second World War. In 
the* Health Assembly discussion of the matter, reference was made to. the degree of technical 
eff iciency of the personnel trained, which doubtless, showed concern for the quality of their 
work as well as their numbers.* The first WHO programme and budget also implies a quali- 
tative objective by ^stressing that "a doctor is, expected to be an active member of the 
community and know its economic and social structure, which has so much ^influence on health 
and disease"^ - although " this concept likewise implies an* objective of relevance (discussed 
later). The same document states that the WHO programme should aim "to ascertain that high 
standaris_o_f training are internationally accepted mnd followed". A* reference the next year 
to promoting international "exchange of scientific information" also* 'suggests a quality 
objective^ in training programmes,.-* - " « % 

The importance attached to fellowships - particularly those for foreign study by 
physicians from developing countries - from the first days of WHO, implied t also td" some 
extent an objective to improve the qtfality of professional educa&ion as ^^fe|^s3| 3 > perfor- 
mance. It will be recalled from Chapter II that the very first administrative u?ii*c jln. WHO, 
^responsibly for education and training was the Fellowships section. 

Publications appearing in Period I reflect various concerns for raising the Quality of 
educational programmes*. Referring to a health personnel training programme in the Anglo- 
Egyptian Sudair'm 1949, for example, a WHO staff member stated; 

"The training schemes were simple to start w^th and they have developed; either the same 
training has become increasingly elaborate 1- or it has remained the initial step of 
, successive, and more advanced schemes ... The problem of obtaining better personnel X§r 
the health services has, therefore, been approached in two ways; by 'providing improved 
training facilities arxd by paying higher salaries more-qualified personnel."^ 

Likewise in the Region of the Americas, much attention seemed to be given^ to improving the 
quality of the education of nurses, including the development of postgraduate courses. ^> " 

-x # ' * 

Improved quality of personnel - Period II , 

^* 

Among health manpower problems identified in Period II, it will be recalled from Chapter 
t II that a perceived need for standards in education ranked relatively high. Not sur- 
prisingly, therefore, the First General Programme of Work, launched in 1951 for the years* 
1952-1956, included among its three general objectives one on quality, namely; 1^ 

"each country should attempt to reach an agreed minimum level compatible with its stage 
of development." 7 , . \ s . 



\. ■ ■ - 44 - — • 

Of the tw6 specific objectives of the ET programme of GPW2 in the professional and technical 
education of national health personnel, the second was: ,! to provide the highest possible 
^.technical efficiency by improving the* type and raising the quality of medical education 1 . x 

- & s 

In 1953, the Executive. Board's organizational study on education and training defined 
four main ET objec tivesY~of which the third was "to establish standards of training e and of 
qualifications of personnel' 1 *^ The . programme and budget volumes in Perioti II similarly 
included references to the promotion of standards asya function and responsibility of the ET 
Division; for 'the year 1957, for example, the Division was requested to; 

"promote the advancement of educational concepts, standards and methods by collecting and 
transit ting information, organizing the exchange of experience by meetings, visits, 
v studies, etc"*, and advising' on individual prpblems". 1 ^ 

The numerous 'meetings of the Expert Panel on Professional and Technical Education of 
Medical and Auxiliary , Personnel devoted * to medical school activities have been noted in 
ChapteT IV. Virtually all the technical reports on these ^meetings in" Period II made 
reference to technical quality aspects of* medical education. The eighth meeting in 1961, 
for example, focused on effective teaching of the basic medical sciences in the light of 
mqdern medicine. i 1 The great use in these years of medical teaching missions groups of 
scientists of international 'reputation who travelled to several medical schools in less 
developed countries to offer postgraduate courses - was an obvious indication of a quality- 
improvement objective. 12 The continued high place of fellowships among ET expenditures 
was a further reflection, at least in part, of the goal to improve personnel quality. 
Indeed between 1952 and 1961, fellowships for the study of clinical and mecjical sciences 
increased, from 10.5 to 26.5% of the total, while those for health organization and services 
declined from 59 to 30% of the total. 13 The same interpretation can be drawn from the 
extensive -use in Period II of WHO visiting professors. 

The numerous publications emanating in Period II 'from both WHO headquarters and regional 
offices stressing quality aspects of personnel training are too numerous to recite frn full. 
From the Region of the Americas, for example, there 'were reports"on the patterns of medical 
education in paediatrics and how their quality might 0 be improved* > The quality of 

dental education in Latin America was studied and # proposals were made, fo# its enhance- 
ment. 1 ^. In Chile, studies were made on more discriminating methods for selecting entrants 
to medical school. 17 The WHO Regional Oflice for, Europe also conducted_J£Lstudy of the 
teaching of paediatrics in 68 medical schools ( f ind'ing * h^lf of them inadequate). This 
office likewise advocated improvement in the training of sanitary engineers* 

The - quality of nursing education received a great dea^of attention both at WHO head- 
quarters and the regional offices. The .Expert Committee on Nursing made numerous proposals 
to strengthen schools of professional nursing, both for basic and for advanced studies* 
Improved! psychiatric nursing was the focus of interest of another i Expe-rtx Committee in 
1956 ♦ 2 ^ Several -reports on postbasic and specialized education of nurses jcame - f rom the 
^Region of the Americas. 22 * 2 ^> 24 General accounts of the fellowships programme and 
overall ET activities emanating from WHO Headquarters tended to stress objective to develop 
improved - standards in health services through upgrading the. teaching institutions in 

• 9^ 96 

countries . ^ > ^° 

** 

Further examples might be ^ited; the teaching of statistics to medical students or the 
teaching of obstetrics to nursing students. These may be enough to show the emphasis in 
Period II on strengthening the Qualitative content of professional education* The stress on 
advanced, university-level nursing education in many developing countries - seriously 
deficient in even minimally trained rural health personnel - may s^em surprising in retros- 
pect* 27 The university-trained professional nurses, however, were.peeded to serve as 
teachers in school^_of basic nursing as well as Supervisors. One should not therefore 
condemn aTl concern^ for promoting qualitative content in health personnel training. It was 
the overwhelming attention given to\his aspect of health manpower development in Period II 
that was undoubtedly out of balance with the true conditions and needs in countries. 

How. can one evaluate the results of all these qual ity-improvement efforts'/ Perhaps the 
most significant reflection of their impact may be judged from the repeated interventions in 
WHO governing bodies on the irrelevance of numerous training programmes to true national 
needs* References were macje to the* unsuitability of imported curricula brought to develo- 
ping countries, and also to the difficulties of adjustment of foreign student* to some of the 
* » 
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high quality curricula in the universities of developed countries. 2 ** j^e goodwill of 
foreign consultants was appreciated, while it was still argued thai: they could not/possibly 
bring appropriate solutions to the problems of educational „ requirements 6f /developing 
countries. Yet these critical wiews apparently did ^not prevail, and one must 'conclude that 
in Period II the highest priority in < WHO and in Member States was accorded to improvit*j> the 
quality* of health science education, while also expanding the quantitative output of pro- 
fessional schools, - o 

> * 
Improved quality of personnel - Period III 

«. « 

It will be recalled ttfat in Period III (1962-1972)",, -the problems identified at WQrld 
Heajth Assembly discussions such as the need for standards in education, along with raising 
the quality of education, had fallen , strikingly to much lower ranks than they had occupied in 
Period III 'instead their 5 places were Iraken by issues on the training of auxiliary health 
personnel and the need for adaptation of curricula to each nation's real health situation, 
& " «, . 

The main objectives of GPW3 (prepared in 1960) nevertheless remained vfche same as before: 
to reauce' tne snortage or personnei^ana raise cne quality or cneir education," In 
Chapter IV we have already noted the more general objectives of GPW4, along with the more 
explicit emphasis on training programmes for health auxiliaries. It has also been n'oted 
that the Technical • Discussions at t^e World Health Assembly in 1970 ended with a summary of 
13 conclusions; not one of these specified any need for improved quality in professional 
education. Instead, the very first conclusion's on the need for adaptation of professional 
education to local conditions, and the general' £hrust of all the conclusions is on the value 
of auxiliaries and the importance of community orientation for all health personnel. The. 
same priorities were advocated at the Executive Board session "in January 1971, without any 
reference to quality- object ives-, # j » 

In one respect, however; the goal of better quality acquired new importance in Period III 
- namely^ to put specific emphasis on the importance of continuing education . The WHO/ 
UNICEF Joint Committee on o Health Policy (JCHP) at its 18th session, in 1971, suggested five 
priorities of which the fourth was "refresher and continuing education 11 . Such con- 

tinuing education may imply various objectives, of which assuring the, maintenance and/ or 
improvement of performance of health personnel is one. On the other hand, when linked to 
strategies for expanding the supply of auxiliary personnel, who have usually had only brief 
basic training, then the implications of continuing education are quite ^bfcferent. For this 
personnel a systematic schedule of formal instruction (perhaps for a week or^two each year or 
each half-year) can do much to compensate for the brevity of the initial training, and can 
help the health worker to draw appropriate lessons from his ft or hec field experiences. 

Implementation of policy in postgraduate medical education was reflected, towards the end 
of Period III by the establishment in^Woscow of a VHO Collaborating Ceritre to analyse infor- 
mation and to carryout research on various aspects of postgraduate work. The Central 
Institute for Advanced Medical Studies in the USSR was organized in 1930 and became a WHO 
Collaborating Centre in 1969„*^ Nursing studies at the postgraduate level a?e usually 
defined as postbasic nursing education, and it is noteworthy that the extent of such training 
had greatly increased during Period II and the first part of Period III, After about the 
mid-point of Period III, .however x WHO-sponsored programmes of postbasic nursing education (to 
prepare nursing teachers and administrators) gradually decreased, perhaps because countries 
no Tonger needed so much WHO cooperation in this field. ^ 

Reflecting these mixed tendencies towards, a quality-improvement objective in Period I^I, 
the World Health Assembly in 1971 adopted a comprehensive resolution (WHA24.59) on education 
and training, which embodied both (a) emphasis on the adaptation of training to national 
needs and (i>) the principle that 1 training should "take into account science and technology 
JcTfievements . . Thus the retention of the quality objective, at least in WHCt policy 

statements in the'ET field,, is evident until the end of Period III. 

Certain new WHO methods of work developed in Period III were probably indicative -° at 
least ,in part - of a quality objective in professional education. One was the creation of a 
revolving' fund for. facilitating the purchase for* countries of teaching and laboratory equip- 
ment. This idea was authorized by a World* Health Assembly resolution in 1966 (WHA19»,7j to 
facilitate "medical and paramedical education and training". ^ Another innovative method 
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was a programme for producing and distributing textbooks, launched in the Reg^>n of the 
Americas, with a special ^^us on medical textbooks in Spanish., 

Several publications in Period III seem to^~focus on rather specialized aspects of pro- 
fessional education^ even though they did hot necessarily originate in the ET Division. In 
1962, an Expert Committee on Human Genetics stressed the importance of expanding instruction 
about* this subject in basic medical , education. 35 Similar advocacy of" instruction in 
cancer and in psychiatry was included in the' reports \f other expert committees. ^> 
The qualitative aspects of medical education were also reflected in an interregional travel- 
ling seminar conducted in the USSR in 1964; this group studied the manner in which S°^ et 
medical students were provided with basic instruction in methods of medical research. 
In 1970, another such .travelling group studied postgraduate medical education in the 
USSR. 39 In 1962, an Expert, Committee g on Dental Health called for international coordi- 
nation of dental education programmes "With a view to raising the level of professional 
competence of dentists throughout the world . .." 40 Still another Expert Committee, studying 
midwifery, stated in 1966 that "the standard for acceptance for. training should not be less 
than that required for nurses and teachers". ^ 

Thus, even though in period III the priorities in the ET programme itself were changing 
toward a lessened emphasis on quality objectives, such goals still occupied a key place in 
the training activities of other WHO programmes. It took a few more .years before the 
modified priorities in the health manpower field extended throughout all programmes of the 
Organisation. 

Improved quality of personnel ~ Period IV * 

,By 1973, the issue of quality standards and associated aspects of professional education 
seem to have disappeared from the main manpower problems identifiable in World Health 
Assembly discussions. Numerous other problems had come to occupy the* centre of the stage. 

In GPW5 (for 1973-1977) and GPW6 (fo^'l978-1983) , as noted in. Chapter IV, there were no 
longer any specific references to the~*prddXTct ion # of health personnel in terms of either 
quantitative or qualitative goals. 13 Instead, the keynote o-f these statements of WHO policy 
was flexibility in relation to *the needs recognized in each country, with promotion! of the 
quickest possible self-reliance in all fields; including health manpower, ^development . *. 

» 

The only documents that can be identified in Period IV that have any definite quality 
implications ^appear to be those about Continuing education. 'Yet, in contrast to basic or 
undergraduate education, as noted above, continuing education tends to have connotations 
rather different from those\ of academic excellence or educational standards, which figured so 
prominently in the earlier years of WHO (particularly in the 1950s - Period II). 

The World Health Assembly in 1974 adopted a resolution on continuing education for 
physicians ( WHA27 » 31) . 42 *% Although ' referring to quality, the clause used in the resolu- 
tion's* preamble was* that continuing education is "of cardinal* importance to the health 
authorities in assuring the quality and coverage of health services 1 ' (underlining added). 
Likewise-j- the concluding action recommended was; 

'Lthe development of national systems of continuing education for the health professions, 
-based on national and local health needs and demands, integrated with health care and 
\ educational systems, with full utilization of the resources of universities and schools 
w of health personnel . ""^ 

, This concept of continuing s education is mor* closely linked to the preparation of health 
manpower to meet the needs and demands oi the health services^ in a country, than the tradi- 
tional concept of such education - namely, to keep personnel up-to-date about scientific 
advances in various specialties. 

9 

* This World Health Assembly resolution Was based largely on the recommendations of an 
expert^ committee convened in 1973, *** y which stated that: 

"present efforts in this, field [continuing education for physicians] are of ten «Oinsyste- 
— — matic, poorly supported, little influenced by contemporary educational science, episodic, 
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focused niore on transmitting new information than on improving ' competence, and only 
incidentally related to health needs and national health pr iori t ies . "^ # 

Accordingly, the Commi ttee *cqnc luded that WHO should encourage and support: 

"The development of national systems of continuing education for the Tiealth professions, 
with clearly defined central and regional administrative responsibility and authority, 
and the. integration ,of such programmes' with the national health care system". ^6 

Thus, by Period IV, the quality objective in WHO's health manpower development programme 
had changed its original content. This was clearly understood by < everybody, though 
"officially" never spelt out, to mean the pursuance of the "standards", of the "quality" of a 
few most highly developed countries ,or rather of a very few most prestigious institutions in 
those countries. The problem with this was that the relevance of those "standards" , of that 
"quality" -even to the needs of the countries where they were practised was not Questioned tor 
decades. It was taken for granted, that they were the standards, the qualiiy ot medical 
education and were to be emulated in the whole world. This has gradually changed and 
"quali ty'^basically Jias* come td connote the sort of relevance to and integration with health 
se'rvices in countries that will be the subiect of later chaDters of this studv/ 
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Chapter'-VI ft.^ 

EQUALITY OBJECTIVE : MIGRATORY FREEDOM FOR HEALTH PERSONNEL 

\ 

« 

Certain objectives may be tormulated for quite understandable reasons, and yet the 
actions taken to pursue them may lead*to very undesirable side eftects. This type- of 
objective in health manpower policy is well illustrated by the goal, , art 1 culated a few; years 
after the founding of -WHO., to achieve cross-nat ional equality in the qualifications of 
pro_£esd~r0hal health personnel.- . , , 

Advocacy of urufo/m international standards, in the preparation of physicians, dentists, 
nurses and other health professionals was based on the argument that no country should accept 
.secqnd-class quality in its personnels every country '£ physician i and nurs es should be a-s 
wefl qualified as every other's.*. Such standards were also base^ff ostensibly" on a concept of 
"one world' 1 , in which health personnel could move about freely in order to advance their 
personal , careers or for other reasons. Die ul Lunate iuu&eijuciiit:& uL th i & [lccuuiu, howevei, 
proved to be seriously contrary to the larger social interests of several countries. 

1/nternat ional standards - Period I 

. m 

As early as the Third World Health Assembly in 1950, a representative ot India advocated 

"the establishment of international standards of medical education", m order to facilitate a 

■j ' 

"reciprocal recognition of qualifications". Similar ideas were expressed at sessions ot 
the Executive Hoard in 1950, some members of the Board even proposing a basic standard 
medical curriculum.?' ^ Newly independent States understandably dLd not wish to .be 

considered second-class with respect to the physicians their schools wqre preparing. 

» ' « _ - • i 

In the proposed programme and budget estimates for 1950, prepared in 1949, the discussion 
had even referred to u the possibilities of^. international medical licensure"; it was stated 
that "the increasing similarity in technical developments in various countries ... 
(decreases]* the necessity for 'Strictly national patterns of training".^ Likewise, the 
very first meeting of the Expert Committee on Prof ess ional. and Technical Education of Medical 
and Auxiliary Personnel, in outlining a long-term programme in that field, listed as a top 
objective: "working out international minimal standards of training". 5 

In spite^ of these various references to cross-national equality in the training of 
physicians, and even to their international licensure; no action was taken in Period I, 
towards the attainment of such an objective. Perhaps one may interpret these statements as 
an affirmation of the dignity and pride of certain developing countries that understandably 
wanted to bvercome any stigma associated with theix former colonial status. 



Internat ional* standards - Period II ' . 

As noted in Chapter V, a need for international standards in medical education was again 
identified as, a problem in 1952 at the Fifth World Health Assembly. But probably more 
important, as explained in Chapter III, the Expert Committee on Professional and Technical 
Education of Medical and Auxiliary ^Personnel , concluded in the same year that such global 
standards were "not feasible at the present time". Als\o, although reference was made in the 
First General Programme of , Work (GPWl) to minimum* internat ional standards, the significant 
terminal clause was. that the level should be compatible with each country J s stage of develop- • 
ment. The GPW2 , moreover, referred only to the highest possible technical efficiency as a. 
goal of education *and training for each country, without any * reference to international . 
standards or reciprocity of academic "degrees . 

Yet it cannot be denied that an atbosphere of ( controversy surrounded the ^i^sue of 
manpower standards. Although no* specif ic ^actions were taken to implement such ^^|jdards, 
some discustsants, at governing body meetings clearly ; hinted at" the importance of widely 
accepted standards to permit free migration of health manpower for study or even for choosing 
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a place to practise medicine. 0 In the years 1952-1961, however, the movement of physi- 
cians and other health workers from the less-developed to the more-developed cou ntri es was 
not sufficiently great to be identified as a problem - either positively or negatively (see 
below) . 

4 Perhaps indicative of the mixed judgements and attitudes of^WHO governing bodies about 
international standards of medical education was a resdlu^-ion passed by the Ninth World 
Health Assembly, in 1956 (WHA9.33). This resolution referred specifically to the proposal 
of the Government of India concerning "fixation, of minimum educational standards on .an 
international basis for doctors". The action recommended, however, was *simply that ,the 
"Director-General ... study the proposal and its possible implicatiftns" and that he should 
"submit his observations in a report to a future session of the Executive Board".^""^ 

Quite significantly, it ,was not until seven years later, in 1963, that a report on this 
question was actually submitted tp the Executive Board. With so long a postponement of 
action on India's proposal, tyie might? expect that some action would have been taken at the 
WHO regional level - particularly since New Delhi vtes the seat of the, South-East Asia 
Regional Office. Study of the ET programme in SEARO during Periojl II, howevefc, shows no 
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be a recommendation in 1954 that an authoritative national body be established in each 
country of the Region to "prepare a reform of medical education" .8 



International standards -/Period III 

The study requested by , the World Health Assembly in 1956 on "minimum educational stan- 
dards on an international bas^s" was finally implemented in 1962 (at the start of Period III), 
by convening a Study Group on Internationally Acceptable .Minimum Standards of Medical 
Education. 9 The mam declared intent of the proposed standards was to , f ac i 1 i tate post- 
graduate education for physicians abroad. The recommendation concerned such matters as: 

- .suitable methods of medical student selection; 

t prerequisite studies of 12 years, including mathematics, basic sciences and humanities; 

- jninynum of four full-time years of medical studies, plus a one-year internship; 

- clinical subjects taught in ways ^uited to the environment ot each country; 

- a university setting desirable (hut rtot mandatory); 

academic policy entrusted to the senior teachers, subject to governmental influence 
being kept to ,a minimum; 

- availability of a- general hospital; \ 
teachers of basic sciences should be full-time; # and I 

- methods of evaluating the school should be feasible and available. 

It would appear that the proposed standards were relatively elastic and subject to varying 
'interpretations, except for those on the duration of studies (four years plus internship) and 
the full-time status of teachers of the basic sciences. » - 

In spite of the painstaking work apparently put into the report of this Study Group, 
there is- no -evidence of any efforts by WHO to follow up tne recommendations, listed above. 
Indeed, in 1967, an Interregional conference of directors of sch ools of public health was 
convened^n order to explore "a procedure for mutual recognition of schools of public health 
and of [ ttierr^-jiegrees and diplomas". 10 This conference concluded with a reqqes^t to WHO 
to "Speed the eventual 'introduction of a procedure for mutual recognit ion , qf schools of 
public health on a voluntary basis ...". 11 Although WHO staff at temped to follow up this 
recommendation, it proved to be-quite unfeasible to implement. 

The two General Programmes of 'Work during Period lit (G*W3 and GPW4 ) , reviewed in 
previous chapters, refer to raising the 'cfoVtity of education of health personnel, and * of 
promoting post-graduate training of administrators of health services, among other things. 
They make no reference, however, to any objective* to attain internationally uniform stan- 
dards.- Instead, the trend of WHO^ policy, partjcutarly towards the - N end of Pe^riqd III 
(196J2-1972) , seems* to be emphasis on developing "curricula based on realjocal needs rfither 
than copying". 12 Beyond this, in 1971, a World Health Assembly resolution WHA24.59 
invited the Director-General to proceed with, the study -of medical school curricula in 
different countries "with a view subsequently to drawing up "basic models" which would help 
developing countries planning new medical schools. 1 ** • 



Perhaps an indirect reason for this reluctance to follow up the issue of international 
standards was the identtfTcaTto^h in 1964, at, the Seventeenth World. Health Assembly of a new 
problem; ' the " brain drain " or outflow of trained health personnel from countries that 
already suffered from shortages of manpower (in relation to their actual needs). At this 
Health Assembly there were two > interventions on the issue, for the first* time, and discussion 
of the topic increased until the end of Period "ill . In 1972, at* the twenty-ninth World 
Health Assembly, there were. 24, interventions on the "brain drain" problem. As Will* be 
recalled from Chapter III, the departure of trained health manpower froirf less-developed to 
more-developed countries was perceived as the third-ranking problem on which interventions 
were made during the eleven World Health -Assemblies in Period III. Meanwhile, the' goals of 
international standards and of equivalence of academic degrees were not foufld to be .achiev- 
able in practice. Instead, it was an undesirable migration of trained per s*Unnel ma inly fpom 
developing to developed countries, that game to occupy the centre ot Che stage in WliOs 
governing bodies.* 

Thus, towards the latter part of Period III, identification of- the ."bra in drain" problem 
essentially replaced the so-called need f or ^internat ipnal 'standards ot prof esSional 'education 
and qualifications. No definite action was taken on either of these two^countef-poising 
issues unt.it the very last year of Period III, when a definicion of crje cerm *"phys ic lan" wds 
submitted by the Executive Board to t$\e Twenty-fifth World Health AssenjbVy in ^1972 ." # \he 
essential non-universality and pluralistic nature of this definition i^s so striking thfat i£ 
is worth quoting it in full; « ' 

^lA physician is a person who, having been regularly admitted to a *;fted ica-1 ^school , duly 

. .recognized , in the country in which it is located, has successfully ^ojjipleted the p^-* 
scribed course of studies in medic me and has acquired the requisite qualifications to be 
legally licensed to practise medicine (comprising prevention, d i ag^ios is ,^!txe c a tment and 
rehabilitation), using independent judgement, to promote community 0 ' and individual 
health." 14 

Despite the rather vague and highly relative nature of the Board's definition, it was still 
not adopted«or approved, but only "noted" by the Twenty-fifth World Health' Assembly*, in its 
resolution WHA25.42. One'may infer that this was the Assembly's way of providing a polite 
buriaj for the issue of international standards /for medical qualifications, no longer 
considered a significant policy question. 



/On the closely related question concerning equivalence of medical degrees, to permit 
i»eciprocity of licensure between countries, the World Health Assembly was evgn les^s defini- 
tive in its further policy formulation. ' After calling upon the, Director-General to "study 
... criteria for assessing equivalence of medical degrees" in 1966 (resolution WHA19<53), 15 
subsequent Health Assemblies were clearly not satisfied and asked repeatedly tor" further 
studies. Finally in 1970, the Twenty-third World Health Assembly simply call-ed on WHO to 
"assist further the training of national healtfi personnel at all levels. ..." and to urge 
countries "... of each region to formulate a minimum standard of curriculum for training 
programmes for health personnel, taking into consideration the needs of the region". This o 
decision- in resolution WHA23.35 (1970) essentially recognized the possible value of^recipro- 
city of credentials within any of the six WHO .ireg ions , but not between regions. 3 * * 

"International stand ards versus "detrimental" migration - Period IV ' . 
■ z : ^ 

*■ * > - * 

By Period IV (1973-1980), the international professional standards and cross-national 

equivalence of academic degr%es % had become more of a matted for . collaborat ion with UNLSCO on 
'reciprocal recognition of higher education studies, degrees and diplomas by countries. At 
the same time, the problems caused by cross-national migration of skilled health manpower had 
become prominent. In the Health Assemblies from 1973 to 1980 the "brain drain" was , the 
fourth-ranking problem identified in interventions. " V 

Regarding the increasingly vexed problem of the cross A nat ional migration of health 
manpower from the less-*developed to the more-developed countries, no definite action had been 
taken in Period III. In 1969, the Twenty-sec*ond World Health Assembly merely called upon, 
in one clause of a fattier comprehensive resolution on health manpower development 
(WHA22.51)', 16 \ ***** , - ** ' 
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"The economically developed countries taking part in the rrainmg pf physicians from the 
developing countries to enc5urage graduates to return to work in their own countries ."^ 

In 1971, the Assembly went somewhat farther In calling upon the D irec tor*-General , in 
resolution WHA24.59: ^ 

* ■ " ' t 

"to proceed . . with study of the phenomenon of the outflow ot trained professional and 
technical 'personnel from developing to the , developed countries ("brain dram") which can 
be detrimental to the training of national health personnel and to the health services of 
the, developing countries and to the prospects' ot international cooperation in that 
field." 18 ^ * * . * 

The next Health Assembly in 1972 reaffirmed the importance „ of the migration problem, and 
resolution WHA25.42 called for a "comprehensive study to determine fts causes and to find 
appropriate solutions".^ - At this Assembly there were discussions and some debate about 
whether it was appropriate for WHO* to take any corrective actions on this problem, but there 
was clear agreement that it should be s^udiefd ' by the Organization. jience, the * major 
activity in Period* IV of the Division of Health Manpower Development, apropos of the 
"equality objectives" as defined in this chapter, was a major international study ot physician 
and nurse cross-national migration throughout the world. \ m 

Rven before this extensive study w£s completed, the Twenty-ninth World tfealth Assembly in 
1976 called on the Director-General "to| collaborate with Member Statae ... in the development 
of measures to control undesirable migration of Heal th ^manpower" (resolution WHA29.72). 2 ^ 
This was, in fact t the first specific^ ac t ion proposed by the Assembly to' cope, with the 
migration problem. 



Be-fore WHU began its comprehensive study of health manpower migration* in the early 1970s,* 
other studies of this phenomenon had been made in the federal Republic of Germany, the 
United Kingdom, the United States, and elsewhere. As a first step, therefore, WHO collabo- 
rated with- the US Department of Health, Education, and Welfare (Health Resources Administra- 
tion) in the production of an extensive annotated bibliography on this matter in 1975. 
A further literature review was also done in collaboration with the University of London 
School of HygLene and Tropical Medicine. * Then questionnaires, seeking statistical data on 
the" na t lOruil inflow and outflow ofr- phys ic tans and nurses, were sent to governments throughout 
the world, data being collected from 137 countries. ° Thirdly, more intensive studies were 
made of 4U countries, selec ted" because they had experienced* a considerable inflow or outflow 
of physicians, nurses, or both. It is not surprising that there were difficulties in 
collecting this v;ast body of data, but a synthesis of all of it yielded a comprehensive 
report that was published in 1979. 2 ' „ 

Only the main findings and interpretations of this important study need be summarized 
here. It was. found that in 1972 some 6%, or (140 000) of the world's physicians were 
located in court-tries mother than their own or those in which they had been born or trained. 
Approximately one-eighth of the world's output of physicians migrated annually - 862— of these 
going to five affluent countries: Australia, Canada, Federal Republic of Germany, United 
Kingdom, and United States of America. Foreign medical graduates accounted for one-fifth of 
all physicians in the USA in 1974. By far the largest single donor country for physicians 
was India, followed by the Philippines.^ 

M^iiy more specific findings came from » this extensive migration study, ^but certain of the 
interpretative conclusion-s bave such important implications for health manpower planning, # in 
both donor and recipient countries, that they should be- summarized : the migration of 
physicians and nurses between countries* is not random, but depends on market pressures. 
Ou t-migrat ion results when a country produces more physicians than it can economically absorb 
"(or employ)*, regardless of its object-ive health needs. Similarly in-mij^a t ion occurs when a 
country can economically absorb more physicjjins than it has trained itself. "In many 
developed countries the underproduction of physicians stems' from the *res trie tive prac tices of 
the medical profession". 2 "* On the other hand, "in many developing countries the over- 
production of physicians results from the fact that the demand for medical education [and the 
output of medical schools] is completely unrelated to the demand for physicians 1 services in 
the same country." 2 ^ Perhaps most important, the loss of physicians from donor cpuntries 
is related not so much to the potential serviced they mighty have rendered (but most likely 
could not have been supported to render), as to the many resources that went into their, 



training, which could have been more effectively used for training other more appropriate 
forms of health manpower (particularly auxiliary health workers). ^5 ^ 

Thus a WK£»study, stimulated^ by the problem of the migratory M brain drain" of physicians 
and nurses mainly from less-developed to raore-develbped countries, endad up by providing 
powerful evidence for the need for rational manpower planning - if waste was to be avoided in 
developing countrWs and if the affluent industrialized countries were not to be the bene- 
*f ic lar ies " of thLS extravagance. To remind the reader of the relationship bf the migration 
phenomenon to the focus^ of this chapter on cross-national ''equality" of health personnel, it 
is appropriate to quote another of the speci*f^c conclusions o^ the migration study, namely: 

"International agreements promoting the international recognition of medical and nursing 
qualifications facilitate and, possibly encourage migrat ion" . 2 ^ \ 

The acuteness of the migration problem raised sensitrvity also in the WHO Regions aboui 
this disturbing health manpower issue. In the AXrican Region, for example, a study of the 

problem was started in 1975, focusing on the loss of medical graduates from African 

countries. At the same time the Regional Committee for Africa launched "an appeal .... to 

the countries towards which the exodus of qualified personnel was directed to discourage 
settlement and promote rapid return. "27 c - „ JSC 

I. 



Abound, the mid-1970s, the acuteness of the "brain dram" problem appeared to lessen. 
Perhaps partially due to the worldwide attention aroused by the WHO di t>cuss ions" of, and 
research on, the issues^ - out doubtjLess^also due to rising consciousness about the problem 
within countries - actions were takeja- fhat resulted j-a— a— reduc t ion ot the detrimental type of 
migration described above. The-USA and^&anada, for reasons of their own, tfegan to restrict 
the immigration of foreign medical graduates around 1975.^ Some donor countries, such as 
Egypt, cpns\dered reducing their output of new physicians'. 2 ^ The Sixth Report on the 
World Health Situation (for 1973-1977), published m 1980, summarized the developments as 
follows : * , 

^hile the intercountry flow of physicians and nurses has- increased during the past 
-decade, its volume and direction are now changing. As a result of recent ^regulat ions in 
the key recipient countries, the flow from developing to developed countries is likely to 
decline. At the same time, major donor countries are beginning to take measures to 
^increase the capacity of their respective health systems to retain trained personnel and 
use them properly ...".^0 » * , 

In a word, it would seem as- though the harmful or socially inequitable effects of purely 

market for,ces, in the global production and use of health manpower are becoming slowly 

counteracted by deliberate social planning in countries* Exposure of the facts on this 

whole problem by both WHO and its Member^StStes has doubtless helped to stimulate these 

corrective^ planning actions. This entire experience may help to convey the message that 

more important than cross-national equality of ^health personnel is the principle of training 

manpower - both in types and in quantities - most appropriate to the health needs and demands 

of each country. 

i ■» • 

/ 
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Chapter VII f * . 

; , ■ • 
. ZjdT . COVERAGE OBJECTiVE : HEALTH -PERSONNEL TO 

* SERVE ALL THE PEOPLE ■ . 

The geographic maldistribution of health manpowe.r has lctag been a* serious problem in 
almost ali, countries - developing and industrialized. The most obvious feature of the 
problem is the shortage of health personnel ' in rural areas., while health - workers - parti- 
cular ly jph-y-sicians - are heavily concentrated .in the ci'ties. In developing countries, it i^ 
common to find four-fifths of the physicians located in a few large cities (sometimes in one 
metropolis') where 10 > or 20% of the population live, while only fifth or .fewer 'of the 
physicians work in rural areas, where 80 to 9,0% of the population-live w . Even inside the 
borders of large cities there are often concentrations of physic lans 1 iri r tf££luent neighbour- 
hoods, while* slum areas* are almost devoid of physicians, . / , . 

Recognition of these health manpower distribution problems, 'as discussed in cffaVter III, - 
was expressed in WHO meetings from the first days of the Organization. >In this chapter, we 
shall review the evolution of WHO health manpower policies to cope with them. v The policy 
objective that gradually developed was to achieve Jull co verage of national 'populations with 
appropriate health personnel. \ ^ 

Achieving population coverage - Period I 

/ ■ • ' ' ' 

Discussions of tne overall shortages -oj health personnel in the «first years of WHO were 
"usually linked to comments about their* maldistribution within countries. At the Third World 
Health Assembly, in 1950, when the maldistribution issue was raised, the delegate of France 
suggested a &&iod of compulsory health service for physicians in areas of manpower 
shortage. 2 Such , a policy had long been implemented in the USSR; in Mexico, a six-month 
period *of social service for all new medical graduates had been required since the 1930s. 
The issue was hotly debated, and several delegates argued thrft financial .and other incentives 
were preferable to compulsion. No action was taken, however, on this matter. 

The major strategy implemented in developing countries to achieve health service coverage 
in rural areas has undoubtedly? been the training of auxiliary health workers of many types, 
though this strategy matured §lowly. As early as 1949, in the very first Annual Report of 
the Director-General of WHO, {here is a brief reference to Ethiopia's training programme for 
local health personnel, which was "continued and expanded with the assistance of WHO". 
Although the meaning of the term "local health personnel", is not perfectly clear, it is 
further reported that; 

"Great progress was atso made in the. training of medical assistants? dressers and 
sanitary ins^.tors^ , At the request 'of the Ministry of Education, a first-aid and 
sanitation course wa^fciven J:o school dressers in Addis Ababa. * 

Uncertainties in WHO policy on auxiliaries, nevertheless, were reflected in the type of 
assistance given to Ethiopia „at this time. In 1949, in fact, WHO withdrew its 'international 
personnel from the programmes for training dressers, medical assistants^ and others, concen- 
trating instead "on granting a larger number of fellowships ... and on periodic visits of 
advisers and consultants".^ The" Ethiopian Government >s^ontinu£d t£e^ training programme, 
however,- according to a WHO official in an article written irK19£2. ? 

\ 

For the year- 1950, the Director-General reported that in the J South-East Asia and Eastern 
Mediterranean Regions, "emphasis was placed_an specific needs in the training of auxiliary 
health workers".** In French Somaliland, a tuberculosis programme was reported, and local* 
training of auxiliary medical*- personnel had been started in connexion with it. Likewise a 
'rural health demonstration programme and teaching centre, sponsored by WHO and UNICEF, was 
operating in the Philippines with emphasis on maternal ^and child health services,. The 
next year, in .1951-, one finds the same theme expressed* in the Director-General's Annual 
Report, as follows: 
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"The shortage of trained professional health workers in many parts of the world, and the 
fact that some countries are unable to support highly trained personnel in many of their 
areas,, Jiaye brought out the need for establishing a larger number of training programmes 
for auxiliary workers ... among whom are assistant doc-tors, practical nurses, village 
healthi workers, sanitary instructors arid assistant midw'ives . 

In spite of generalized statements of thi-S sorX, the descriptions of specific field 
^ projects in countries leave doubts about the exact nature of the manpower being trained. 
References ai;e made to local and natripnal personnel; to nurses, to midwives, and to sanitary 
inspectors. Experience* suggested, for exampl'e, that WHO's "effort in India should be 
{ devoted to .strengthening medical and para-medical institutions and establishing local 
training programmes and refresher courses". 9 It is far from clear, however, that these 
activities involved the training of auxiliary health workers, in the s«nse in which this term 
came^ to be used in later years. The "village health workers" referred to in the introduc- 
tory" sect ion of the 1951 Annual Report are nowhere mentioned in the numerous country field 
projects described for that year. ' — 

- Thus in Period I, with the possible exception, of activities in Ethiopia - where a 
training programme for medical* assistants* and dressers had been in process before WHO entered 
the scene - one does not t find definite evidence of WHO. involvement in the training , of 
» noncbnveht tonal auxiliary health personnel. There are various references to the potential 
value of the idea, but little indication that WHO participated in its implementation. Aside 
from" comments made in the World Health Assembly, the strategy of achieving rural population 
health care coverage through training and , the use of auxiliary personnel did not advance 

* beyond the stage of rhetoric in Period I. 

' : • - •' ■ / . 

Achieving population coverage - Period II 

In Period II (1952-1961), not only did the rhetoric intensify about the importance of" 
training health auxiliaries ~ manifestly parallel with the rising proportion of developing 
countries, in WHO's membership - but some implementation of the concept became ^evident. It 
will, be recalled ' that- the need for training ' 'aux.il iaries was the third-ranking' problem 
identified in World Health Assembly interventions throughout these years. An Executive 
*** Board member from a developing country said in 1953 that "one of the most important types of 
assistance which WHO could provide for underdeveloped countries lay in the training of 
auxiliary personnel" ♦ ^ "~ 

* * y 

As noted s in Chapter III, nevertheless, even the advocacy of auxiliary personnel training 

• in "the 1950s evoke/i' controversy. This was in spite *of*the unequivocal recommendations of 
expert committees, such as the one that met in 1955 and concluded: 

"for the foreseeable futtffe, and probablyWor many generations to come, the auxiliary 
health worker will be an essential member of the team providing health and medical 
services • / : 

m % 

Indeed, by 1960, an expert committee spoke of the importance of auxiliary personnel in the 

developed .countries as well: 

"The experience of developed countries shows that the need for auxiliary personnel does 
not diminish with the growth of professional personnel; the contrary^" i.s the case, and 
the demand for' auxiliaries may be expected to continue and even to increase."^ f 

t The reasons offered for this view included the "reluctance of fully trained personnel t<5 work 
in rural areas 11 , as well as the wastefulness of employing "highly trained personnel in' work 
which auxiliaries are capable of performing"^ (involving- the "efficiency" objective 
discussed later). 

The question a.rises here: in what sense the term "auxitiary" was used in WHO in those 
early years. In spite of expert committee judgements, not until the Second General Pro- 
gramme of Work 4 for 1957-1961) could an explicit WHO statement on auxiliaries be seen: 

"In many countries it is not yet spracticable or possible to provide full professional 
services for the whole population. It is therefore necessary to train f subprofessional f 
or auxiliary workers, and WHO should be ready to help in training them". 1 ^ 
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It was in 1954, during Period II, that the renowned "Public Health College" at Gondar, % 
Ethiopia, was formally launched, (although we noted above the earlier training of dressers and 
medical assistants in Addi*s Ababa). ^ The Gondar training project was sponsored jointly 
by WHO and*UNICEF, along with the United „ States International Cooperation Administration. 
Three types oi auxiliary health ( worker were prepared, specifically to staff health centres in 
rural areas. The team leader, called a "health officer", was trained for three years 
following completion of secondary schoof; the nurse-midwife auxiliary was 4 * trained for two 
years following completion of elementary school; the sanitation auxiliary was trained for 
one year following enough schooling (4 to 6 years) to acquire literacy. The field exercises 
of these three types of trained auxiliary were carried out together in rural health 
dentres. 1 ^ ^ v * 

In some countries, health auxiliaries intended specifically *f$r .rural areas were des- 
cribed as "assistant doctors" - for example, in Iran' and Somal ia. 17 In 1953, there was 
started in a northern' province of Malaya (Kedah) at the town of Jitra x, a model rural health 
centre, along wi,th a training programme for ( three types of auxiliary worker: assistant 
nurse, assistant midwife, and assistant sanitary inspector. From the outset, this project 
wa.s assisted by the WHO Western Pacific Regional Office, and when, nat ional .independence was 
acquired by Malaysia in 1957, the extension of-Tfie* Jitra model throughout the country became 
known as the Rural Health Services Scheme, in both its training and service aspects. 18 A 
nficant sidelight of this programme was its origin in candid response * to the anti- 
government guerilla movements that had been especially strong after the Second World War in 
the^northern provinces, such " as Kedah,* 9 Steady progress has been reported in the 
Malaysian Rural Health Services Scheme, with nearly complete national coverage (in Peninsula^: 
Malaysia) achieved by 1977. 20 The hundreds of health centre's and health stations in this 
impressive programme became staffed principally by the auxiliaries trai-ned at Jftra, and 
later at a second training centre in the southem'town of Rembau . 

• S 

Other somewhat similar health auxiliary training programmes were launched in Period II, 
with the collaboration of WHO, in Laos (for preparing* offtciers de santa ) and in ?apua New 
Guinea (for preparing assistant medical 'officers). 21 Iri Libya a* school A for' training 
health assistants was* started^ at Benghasi "in 1955, and a similar, school opened in Nepal in 
1956. 22 In Zanzibar, the same kind of project was started m 1957 , although the trainees 
were mostly attracted to curative services. 23 In Suva, Fiji, a school for training 
"native medical practitioners" had been functioning since 1884, and it yas expanded in 1928 
-with aid from the Rockefeller Foundation. 2 ^ WHO began to provide collaborative support 
for this sohool, known at the time as the Central Medical School, in 1955. 25 The trend 
after this date was towards continued upgrading and in 1961 the school's name was changed to 
the Fiji' School of Medicine, and students were prepared "to a standard acceptable for regis- 
tration in medicine and dentistry for work in the South and Central Pacific". * 

Altogether, in Period II, there was a .definite expansion of cbuntry projects, .with WHO 
participation, for traming health auxiliaries - predominantly for rural areas. 4 These grew 
from 8 such projects in 1952 to 30 in 1961. 26 Even th6ugh -the^e constituted only a small 
fraction of all WHO projects in education and training, they grew !rom 9.1% of all ET 
projects in 1952 to 16.7% in 1961. The output of field training projects was often limited 
by a -lack of suitable teachers. Still, at the end of the period, in 1961, the Director- 
General could report that special attention was being given to auxiliary personnel training 

"as a speedy means of providing for the operation of new services. In newly independent 
countries the need for auxiliary health perso*noel is particularly acute, as they are 
required to undertake some of the work of health services after the departure of foreign 
professional health workers, until enough fully trained national replacements are 
available". 27 

The- cautious terminal clause seemed to imply that auxiliaries were really a temporary 
expedient (until fully trained national replacements became available). , x 

In Period II, for special soc ioeultural reasons (including the opposition of the nfedical 
profession)^ the countries of Latin America were particularly hesitant to train auxiliary 
personnel wj^th a broad scope of functions. There were, indeed, some, auxiliary personnel 
trained, but their scope of work was intended vto be narrow - such as personnel to assist for 
a limited pime in hoke deliver Les in Panama. 28 Another type of .auxiliary was trained only 
to assist sanitary inspectors and operators of water treatment plants. 29 ^ 
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The number of* "medical* assistants" .- a ofcerm used often to distinguish general health 
auxiliaries frojp "assistant nurses" or "assistant sanitary inspectors" ^- produced during 
Period II is far from clear. Very few countries sent any reports on them to WHO. In the 
years -around 1950, there were only reported to* be a total of 1700 medical assistants in 11 
developing ^countries; around 1960, reports were received from developing countries, 

aggregating* tg 4800 such personnel. ^ The countries reporting ^nurs ing and midwifery y 
auxiliaries, on the other hand, numbered 17 in 1950, growing to 57 around 1960. The 
accuracy of data on both -of these general categories of health auxiliary, of course, could 
not have been great. Apropos of geographical coverage, hpwever, it is very rikely that the 
medical' assistants reported were providing services principally in rural areas. 

Achieving population coverage - Period III ' 

- In* Period III ( 1962t197 2 ) , the lingering uncertainties about WHO policy on training 
multi-purpose auxiliary health personnel specifically a,s a strategy for achieving improved 
coverage of rural populations gradually declined. Training auxiliary health personnel 
slowly but definitely ascended, t?o a high priority in. WHO, reflecting the evolving attitudes 
and actions in Member States. Among problems identified in interventions at the eleven 
World Health Assemblies in the period, as reported in Chapter III, the need for training 
auxiliary personnel <.rose to Che second in rank; indeed, if one were to aggregate with this 
the 1.8% of interventions classified as lack of rural health personnel, this issue implying a 
need for total popu la t ion 'coverage would have ranked as problem number one. - * 

In the first part of Period III — that Is, in the early 1960s - some objections were 
§till. raised about auxiliaries, 4 as Tneanmg a sacrifice of health care quality for the sake of 
quantity. For example, the represe'ntat ive ' of a developing country in ,Africa said at the 
1962 World Health Assembly: "it has not been deemed necessary to' encourage the training of 
medical auxiliaries in afi attempt to overcome our temporary shortage o^f doctors". ^ By 
" the *late 1960s, however,^ such argume^s appeared to simmer down to semantics about the 
"labels tx> be attached to dff ferent* categories oL health workers". ^ 2 «At a- 1968 meeting of 
the Executive Board, the issue was summarized sabTtant ially as follows: 

...» 

" ir\ bath the economically developed and the developing countries, the doctor alone could 
not deal with all the health problems of a given a*rea, and he needed .a team of assistants 
to help him. Without auxiliaries no health service could come to grips with all its 
^problems. It was hard to see how the health services in a developing country could be 
organized without such assistants".^ 

Thus, by the period 1967-19)2, when the Fourth General Programme of Work was to take 
ef.fect, the language of GPW4 called for the new or improved "training of the various cate- 
gories of professional and auxiliary health personnel" . ^ By 1970, in the Technical 
Discussions of the World Health Assembly, one of the conclusions of the report on "Education 
for the Health Professions" was "a reasonable distribution of functions between professional^ 
health ^workers and auxiliaries', with emphas-ts on team work".^ Indeed, even in 1962 - 
when the Fifteenth World Health Assembly had proposed several manpower targets for under- 
developed countries by 1970 - among them was not "only "one* physician per 10 000 population" 
but also "one health auxiliary per 1000 population". These were, 'in fact, targets seted 

for tile First United Nations Deve lopment. Decade . In 1971, >the WHO/UMCtF Joint Committee on 
Health Policy proposed that pr ie-p-it ies for ET programmes include specifically "auxiliary 
training". ^ xhis proposal was approved by the 'Executive Board in 1971, when it was also 
added that greater emphasis should be put "on training for the needs of rural areas, less on 
hospital-based education and its concentration on rare diseases". ^ 

As significant as these various policy formulations in Period III were the actual 
developments in programmes for training auxiliary personnel to cover r^ural populations. 
Thus, the i number of developing countries reporting to WHO tha-t medical assistants were 
working 'in' Jiheir health systems rose £rom *27 in I960 to 38 in 1970 ; the count of these 
personnel reported, moreover, rose Erpm 4^800 in 1960 to 13 270 in 1970."^ The number of 
schools in developing, .countr ies for. training medical assistants "had increased by 34 during 
Reriod (II to a total of 68 (as of 1973) located in 38 countries.^ 0 (in Period II, such 
schools had increased by only 18*) Ass ignments ~ of WHO visiting teachers to schools for* 
auxiliaries had risen from 6 in 1962 , constituting 6.32 of 95 such assignments^ to 64 in 
1972, constituting 20. 4%. "of 314 sufch assignments that year.^ 1 Even health ^manpower 



ERLC 



71 



- 63 - 



research, coordinated by WHO and starting in '1969, was focused on, among other things, the 
( comparative training and performance of health auxiliaries in three countries: Brazil, 
Egypt, and Hungary.. ^2 * < 

This growth of medical assistant training, mainly for rural area coverage, must still be 
interpreted « in a proper perspective. Thus, in 15 of the countries reporting medical 
< assistants, their total number was smaller than 100; in 28 of the 38 developing countries 
reporting use of these auxiliaries at the end of the period, their ratios were only 1 per 10 
000 population or fewer. Even m Ethiopia, where medical assistants had been trained since 
the 1940s, their total number reported in 1972 was only 166. One contributory explanation 
of these essentially modest achievements, betvAn 1962 and. 1972, was the policy in several 
countries to upgrade their medical assistants m ful ly-qual if ied physicians - who would then 
tend to settle in the main 'cities'. Such upgrading strategies were followed in ^Burundi, 
Cambodia, and Rwanda, as well as in Fiji and Ethiopia (both discussed earlier). ^ Even in the 
Congo (now Zaire), where WHO emergency action had b'een launched on that country * s\ attainment 
of independence in i960, the crash programme to produce African physicians through^training 
in Europe had involved the upgrading of some 140 former Congolese medical assistants. 
\ 

Yet, by the end of Period III, the attention of WHO became clearly focused on the severe 
and persistent deficiencies in health coverage of rural populations, particularly throughout 
the developing world. * The basis for corrective actions, was well summarised by a WHO staff 
member f?om the' Division of Health Manpower Development, who wrote in 1972:" 

~ ~~~~ ~ ~ ° ... 
"Its vast and growing size, its isolation, its \low standard of living, and its attitude 
of withdrawal into itself are the fundamental characteristics of the world's rural 
• population, which represents the majority of*mankind ( ... Compared to the urban popula- 
, tion, which is always the tirst to reap the benefit* of progress, the rural population is 
anden privileged and cannot satisfy its health needs. 

The health services must therefore be organized in s^ch a way that they reach^all 
the population of a country, bringing the benefits of both preventive medicine and 
individual care* and establishing an order of priorities for meeting the needs. 
O . It will then be possible to train a straff capable of providing a basic minimum of 

services to people who^have hitherto been completely without health care, by turning out 
/larger numbers of auxiliary personnel^ ensuring" they are* constantly supervised, ,and 
giving them the necessary mobility to reacrh the popuTat ion' o f *he remoter areas." 

This account of the policies and programmes of WHO to attaining adequate health manpower 
coverage of rural populations in Period III wi>uld not be complete without reference to the 
feldsher of the USSR - a medical assistant trained originally to Serve rural 'peopl* in the 
nineteenth century. Although they had been extensively used for decades; it was not unbil a 
WHO expert committee meeting convened in .1967 that the curriculum for training the foviet. 
feldsher was presented and published. 45 'The focus of this expert committee meeting was on 
the training of medical assistants and similar personnel, and the importance of this subject 
for the objective^ of geographic coverage of ^countries .with health services 'was made quite 
explicit:, 1 \ £ 

M In most countries where the physician/population ratio has improved, the maldistribution 
of phys icians. within the country, cons titutes an almost insurmountable problem ... In very 
small communities, where it would be uneconomical to employ qualified physicians, medical 
assistants cap do very useful work." 4 ** 

It was not to be' until later, however, that WHO sponsored a thorough study of the training 
and use of the feldsher in the USSR. In fact, the entire challenge of total population 
coverage in developing countries - largely through the training of auxiliary health personnel 
anil their appropriate deployment in health teams - did not become a WHO «objec t ive of the very 
highest priority, until Period IV. Even then, some of the old resistance continued, but at 
the level of formal WHO policy tbe crucial importance of the training and ^ ut rl izat ion of 
health auxiliaries as members of health teams, became established. 

Achieving population coverage - Period IV 

The circumstances accounting for the strong thrust in Period IV (I973-1980) towards 
achieving total population coverage with health services have been reviewed In Chapter* III . 

I RJC . "' - - ' ■ • ■ '73 ' 
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The spirit of detente between the major world powers,** the United Nations declaration on a New | 
International Economic Order, the growing worldwide scepticism about excessive ♦technology, 
the steadily strengthening voice of developing countries - all these factors combined to 
sharpen the demands for equrtj^ in health care for all people." In the field of health 
manpower these forces clearly yielded, among* other things, strategies for attaining complete** 
geographic coverage of countries with appropriate ^health personnel - not t as some distant 
future goal, but as soon as possible. 

Intrinsically linked to the objective of total population coverage were the requirements 
for training and deployment of large numbers of appropriate auxiliary personnel - numbers 
sufficient to meet the needs of the millions of people in developing countries, predominantly 
rural, to whom any type of modern health service, waa inaccessible (although, in contrast to ^ 
moo*e*rn, certain^ trad it iqnal healing services might he available).. Thus,., as reported in 
Chapter III, the top-ranking problem identified in the six World Health ^Assemblies held 
during Period IV was the need for auxiliary health personnel, followed, furthermore, by the 
closely related^ need for primary health c^re personnel. In addition, related to the issue 
of coverage, other issues identified .often enough to be among the main problems were the 
maldistribution of personnel within countries (number 14) and problems on practitioners of 
traditional medicine {number 20). 

The' Genfcra'l Programmes of Work in this period - GPW5 (1973-1977) and GPW6 U978-1983) - 
it will also be recalled, stressed the adaptation of programmes to the special needs of each 
country, and the provision to governments of collaboration that would "foster the quickest 
possible sel f-rel iance" The element of speed a\nd self-reliance could only be inter- 

preted, in developing countries, to mean the training of health personnel that, could be 
earned out within the country and with the human resources now available. In GPW6, this 
approach was explicitly stated 'as follows: 

"Skills have Co be developed rn accordance with tasks to be performed ... Since it is 
jnost unlikely that developing countries will have adequately trained professional health 
manpower in sufficient numbers within a/ reasonable period of time, initially other 
solutions may have to be adopted 'by them, such as the training and use ot auxiliary 
•healttrperstmnel and traditional healers and midwives".^ 

r " «• . * 

The culmination of formal policy declaration to achieve coverage of total populations , 
rural and urban, with effective comprehensive health care came in a resolution of the 
Twenty-eighth *^World Health Assembly in 1975 (WHA28.88); the Assembly first' reaffirmed 
previous resolutions and decisions: 4 * 

"concerning especially the need to encourage the provision and expansion of effective, 
compreHens ive health care to meet the right of aceess to suQh care for all people ... 
Emphasizing £hat such primary health care can be most ef fe£ tively v provided within a 
comprehensive national health system appropriate to £he conditions and needs of each ^ 
country . . ." . " %" 

and then continued: 

/** * 

J "Urges Member States t6 take the necessary steps to develop and implement plans of action 
in the area of primary health care, leadings to the provision of a comprehensive health 
care system to the total population" 

and"also requested the Director-General; 

"to encourage Member States to train and use health personnel w/th appropriate levels of 
^ skills within an organizational structure^ which ensures thefr effective support and 
, guidance . ..".^9 * ^ V 

A year later ,in 1976, resolution WHA29.19^° approved the convening by vtttfr and UNICEF of an 
International Conference on Primary Health Care, to be held in 1978 in the USSR. 
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At the epochal International Conference on Primary Health Care, held in September 1978 at 
Alma-Ata, USSR, the goal of universal coverage of the population with needed health care v/as 
made crystal clear. The final report of the Conference contains such statements as: 
"Primary health care aims at providing the *whole population with essential health care 
..." 51 This care must be "properly accessible", and: 



*u 



"Accessibility implies the continuing and organized supply of care that is geographi- 
cally, financially, culturally and functionally within easy reach of the whole community 
... Geographic accessibility means that distance, travel time and means of transportat ion* 
are acceptable to the people." 51 tf . 

Specifically with respect to health personnel, the report continues: 

The types of health worker will vary by country and community according to needs and the 
resources available for satisfying them. Thus, they may include in different societies 
* people with limited education who have been given elementary training in health care, 
'barefoot doctors', 'medical assistants, practical and professionally trained nurses, 
feldshers, and general medical practitioners, as well as traditional practitioners." 5 ' 2 

Throughout the report of the Alma-Ata Conference the * objective . of universal population 
coverage with primary health cars^is repeatedly emphasized, and equally clear is the propo- 
sition that such an objective should be reached with 1 the . Aide of various types of health 
personnel, including auxiliary health workers. As noted --above, however, the Alma-Ata 
Conference was not a beginning, but rather an historic milestone in developments aiming at 
assuring the availability of modern hearlth *care to all. * In i9 73 , under 'the term "front line 
health .personnel", local primary health workers were already being promoted as one of the 
major tasks of WHO's HMD programme. A staff member of that programme wrote t^af year; 

"Clearly all health personnel ^contr ibute to development, but it is v worth noting the 
privileged position of front line personnel, $who live among the people and meet their 
basic health needs". 5 ^ - 

Illustrative of activities at the WHO regional levei was a symposium in the Region of the 
Americas on MedLcal Auxiliaries, held in 1973 and manifestly intended to overcome previous 
resistance in that Region to the training and use ,of such health workers. The objectives of 
both coverage and ^efficiency (next chapter) are clearly implied by a statement in the 
proceedings of this symposium; ' » 

,: " ^ * 

"The acute shortage and maldistribution of professional health personnel, not only in 
developing but also in developed countries, ma^e it necessary to train large* numbers of 
auxiliary personnel to serve as 'multipliers 1 of the professional staff • * The role of 
auxiliary health personnel thus has a two- fold aspect; to relieve professionals of 
simple tasks which do not necessarily require their level of competence, and to cater to 
a population* which would not otherwise be covered by healt^h^services" . ^ 

Numerous WHO-supported field projects for training medical assistants in this period 
attracted attention, suc^ as the , one operated by the Algerian Ministry of Health in 
Cons tantine. 55 It is noteworthy that the old 'Fiji school for native medical practi- 
tioners, which had been upgraded to a school qf medicine in 1961 (end of Period II), rein- 
stated its 3-year course for medical assistants in 1975 . 56 In 19-74, WHO collaborated with 
the United States Government in conducttng^Sn international conference in Washington, DC, on 
The MedLcal Assistant. 57 In the WHO Western* pacific Regional Office, a seminar .on medical 
assistants, attended by participants from*l3 countries, was held in October 1974. 58 

In 4;9 77k,-st*ill prior to the Alma Ata Conference, a WHO expert committee met to discuss 
the^entire^ qoastitJn qf training an\ utilization .of auxiliary, personnel for rural health teams 
in developing countries'. Among its several recommendations, one states;* 

"The Committee recommends the development of educational . programmes for tront-line and 
intermediate-level* health personnel that are relevant to the priority health needs of the 
community and adaptable to Itfcal conditions, resources, and facilities. The type of 
technology used in these training programmes of front-line and -intermed i-ate-level health 
personnel should aim at relevance, competence, ano 1 greater 's-elf-reliance." 5 ^ 

Another question related to auxiliary personnel that ^emerged in Period IV, a/id that was 
clearly significant for population coverage was that of recognizing (rather than ignoring or 
opposing) a place for practitioners of traditional medicine in rational health systems. In 
1976, the Twenty-ninth World Health Assembly adopted a resolut io^(WHA29^. 72) J* requesting the 
Director-General: 
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"to encourage the development of health teams," trained to meet the health needs of 
populations, including health workers for primary health care ,and taking into account, 
where appropriate, the manpower reserve constituted by those practising traditional 
medic ine » 

In 1977, the. Thirtieth World\Health Assembly went further and adopted a resolution (WHA30.49), 
that urged: 

"interested governments to] give adequate importance to the utilization of their tradi- 
tional systems of medicinfc, with appropriate regulations as suited 'to their national 
health systems" J t 

and requested the Director-General: " K 

"to assist Member State's to organize educational and research activities and to award 
fellowships for training in research techniques, for studies of health care systems and 
for investigating the technological procedures related to traditional/indigenous systems 
of medicine"* ^1 - , 

Even before the Thirtieth Worl^i Health Assembly, the*Regional Committee for South-East < 
Asia took action to study "alternative approaches to meeting the basic needs of the people in 
developing countries by the use of such systems of medicine in conjunction with modern 
medicine", emphasizing the value of selecting and using "the* best from both". 62 Then, in 
1978, but still pr^or to the A'lma-Ata Conference, a formal meeting was held in Geneva on the 
promotion and development of traditional medicine. Among other things, this meeting recomr- 
mended that Member States in collaboration with WHO should "promote manpower development in 
traditional medicine" by: 

"organizing educational activities in traditional "medicine either by establishing new 
training "cent res or by revising existing curricula to include subjects related to tradi- 
tional medicine". ^ 

Still further indication of the more positive attitude towards auxiliary health personnel 
in Period* IV was the survey launched in 1973 on schools for training medical assistants 
throughout the world. On the basis of this survey WHO published in 1976 a World Directory 
of Schools for Medical Assistants , defining these personnel as: 

! a health worker with 8~9 years' basic general education, followed by 2-3 years' techni- 
cal training that should enable him (or her] to recognize the most common diseases, to 
care^ for the simpler ones, to refer more complicated problems to the nearest health 
centre or hospital, to carry out preventive measures, and to promote health in >iis (or 
her) district"* 6 * +t* ft • 



Also significant was the substantial r^ognixion given to the feldsher of the USSR in Period 
TM, even though these health auxiliarielS^Jttad been serving rural and urban populations f° r 
* nearly a century. At the invitation of WHO, the Ministry of Health of the USSR prepared a 
comprehensive account of the graining and utilization (functions) of these important per 1 
sonnel x that was published in 1974. 65 Still other reports and directories on the training 
of auxiliary personne 1 ^wer^" publ isfyed in this period. \ * . 

„, „ ^ / 

Finally, note must be taken of the worldwide attention attracted in Period IV by the 
achievements reported on the massive training of*"barefoot doctors" in the People's Republic 
of China - principally to serve rural populations. 66 There were great variations in* ffie**"' 
training and use of these auxiliary health workers, but among the predominant features were: 
(a) his or her selection by the people to be served; (b) the relatively short ^3 - 6 months) 
period of training at. a health centre or local hospital, followed by periodic continuing 
education; (c) the use o£ a combination of modern and traditional medicine in the training 
\ A (including medicinal herbs and acupunc ture )j (d) the part-time function of these health 
workers, who could then continue' working as peasants in agricultural communes; (e) occupa- 
tional mobility - with the possibility of advancing to^become physicians; (f) the provision 
of training at a facility nearby , to which teachers would come, if necessary, from a distant 
city; and (g) flexibility in local training and working schedules on the basis of condi- 



tions and decisions 'in each commune. 6 ? 
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Although the overwhelming emphasis of this massive programme for training and utilization 
of "barefoot doctors" was on local decision-making and, local self-reliance within each of 
China's 50 000 communes, the general policy behind it was promulgated throughout this huge 
country from the central Ministry of Health in Beijing, by the communication channels af the 
jtontrolling political party. 68 ' The basic policy decision to carry out this vast training 
programme was made in the late 1960s, when the national political leadership recognized that 
all the governmental health activities since China's liberation in 1949, had not succeeded in 
achieving coverage of the rural population with even, elementary prevent We and curative" 
services* At the rate that China's medical schools could produce physicians, it would be 
centuries before the rural population would be served. With the remarkable motivation and 
political' commitment characterizing China at this time, the training and employment of 
barefoot doctors proceeded so rapidly that by 1978 it was estimated 'that some 1 800 000 of 
these health auxiliaries had been trained* 6 ** ( Since m China 1 s population of about, 900 000 
000 is said to be 80% rural, this would mean that, for 720 000 000 rural people, barefoot 
doctors were available in the communes at a ratio of 1:400 - although there were, of course, 
great variations between provinces.) - : — \ 

WHO recognized the importance of this achievement by organizing study tours of health 
leaders of many nat ions . 6< ^» 70 The report emanating from one of the study t,ours provided 
detailed information not only on the functions and training of barefoot doctors, but on the 
whole system of health service organization in China. In conclusion, the members of the 

study tour stated how they were: ' , 

♦ * \ 

"impressed by the putstanding achievements of the Chinese health services it) extending 
coverage to, and dramatically improving the health status* of, all it's, people. This 
objective has been attained in a surprisingly short period of time, and the achievements 
are all the more spectacular, considering the t unacceptable health conditions prevailing 
before Liberation. The Study Tour also considers that the country has developed unique 
Solutions to solve its health problems and (solutions) which are completely suited to its 

7 1 * 

conditions and environment".' 1 

In a word, the objective of total populat ion" coverage with at leaat basic preventive and 
therapeutic health services - formulated after 1 9 7 fij as primary health care (with a much 
broader meaning)*- became in Period IV a health manpower objective of the highest priority. 
More than this, it became a central policy of the World Health Organization as a whole. In 
1977, resolution WHA30.43 even formulated this objective (with a target date (later reinforced 
at the Alma-Ata Conference) in these words: , 

"The main^ social target of governments and WHO in the coming decades should be the 
attainment by all citizens of the world by the year 2000 of a level of health that will 
permit them to lead a socially and economically productive life*" 7 ^ 

... . » 

In developing countries, the implementation of this policy objective as being principally 

though, of course, not exclusively pursued through the development of training programmes for 
auxiliary health personnel who would be assigned, under appropriate supervision, mainly to 
rural posts. By 1977, the number of countries reporting such medical assistants working in 
their health systems had risen from 38 at the end of Period III to 57, plus 9 developed 
countries. In this total of 66 countries, 33, or 50% had 1.0 or more medical assistants per 
10 000 population, although the other 50% had fewer than this modest ratio. 7 ^ 

V > , 

■ It was possible for the Sixth Report on the World Health Situation, 1973-1977 to state 
(in contrast to previous s,uch reports) tha-t 5 "a more rapid 1 growth in the number* of middle- and 
lower-level personnel than in the number of higher-level personnel caft be noted in many 
developing countries".^ The training programmes for these health workers demonstrated an 
enormous variety of approaches and, terminology. Common denominators of nearly all these 
programmes,, however, were: the 'relative shortness of their training (in comparison with 
"conventional" health professionals)*; the selection^ of students mainly from the rural 
communities in which they were .expected to work; ^£he* l, Tfeual location of training . schools in 
or near the rural regions to be served; the use in teaching of indigenous languages (rather 
than foreign tcfng^es of ^previous colonial powers); the general emphasis on maximum partici- 
pation of local communities both in the training and in the utilization of auxiliary health 
personnel; and the efforts exerted to use them as members of health teams, of logically 
built-up health services in which two-way communication in forms of supervision and referral 
possibilities are constantly assured. ' 
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Chapter VIII 

EFFICIENCY OBJECTIVE : AVOID WASTE IN TRAINING 
AND PERFORMANCE ■ 

Not all objectives of health manpower policy are as explicit as the one's discussed in the ^ 
previous chapter on attaining population coverage; some are implicit, lying behind goals 
expressed in oCher ways. Such a policy objective has been that of efficiency in the 
training and performance of health personnel* m 

V 

Background reasons * 

The issues underlying various strategies for improving " efficiency in health manpower 
field are largely economic. That is, the cost of training. and using a stated type of health 
personnel may be unnecessarily hig&j. or*' the cost of providing a stated type of health 
service may be excessive because the' service is furnished by personnel more expensive than 
necessary or because it uses patterns of work which are wasteful. In other words, a goal of 
efficiency in health manpower implies that the cost of providing a given service (e.g., an 
immunization or dressing a minor wound) should be no higher than is necessary or reasonable 
for its proper performance. Hence, if a briefly trained and modestly salar ied^health worker 
can give*an immunization perfectly well, it is was-te&uL and inefficient to* have a lengthily^ 
trained and highly paid health professional do it. The us6 of 'less Expensive health worker 
may, indeed, require supervision and j/arious other conditions for assuring that the work is 
properly done, and e the cos tsV of ttfese factors must be recognized. Nevertheless, taking 
everything^ into account, „the mo>tef f ic ient policy is that which achieves the desired output 
(such as a health service of proper quality) for the lowest overall cost or input. 

Unlike the policy objectives discussed ~in previous chapters, the attainmen^-o^ greater 
efficiency, as such, has not been very clearly articulated in WHO discussions and delibe- 
rations. It has, nevertheless, been definitely implicit in"~ decisions made on health 
manpower programmes. The non-articulation «f an objective of efficiency or avoidance of 
waste may have been because the rationale 'for such a goal has been too obvious to state; the 
reasons may haye been taken for granted. 

* * ' . 

The manifest poverty of developing nations has obviously meant that they have no money or 
resources to waste. Every unit of wealth available - in manpower or in any other asset - 
must t>e used in the most prudent way possible. Quite aside from the many influences on the 
distribution of resources, whether equitable or not, the total quantity of resources >in 
developing countries kas been so seriously below the needs that every way has had to be 
sought to make maximum use of the resources available. * 



Even in the most affluent developed countries, there have been many reasons for govern- 
ments and community leaders to search for maximum efficiency in the xisi of health personnel 
as well, as in„ their training. With increasing capabilities of medical science, rising 
demands for medical care, the reduction of constraints on demand .by t programmes of^ social 
insurance, and other factors, national expenditures for health, sexp^ces h'ave, increased 
sharply in most of these countries. Thus, the problem^ of rising t^ealth care.^costs has 
generated a continual striving for greater efficiency , and greater prudence in the spending 
of health money *^ . 

In all types of country, moreover, there are special attributes of health care systems 
(in contrast to several other sectors) that often lead to waste, and hejnce generate a search 
fjor greater efficiency. One such attribute is the predominant role of the health care 
provider •% particularly the modern physician - rather than of the patient in making decisions 
on the health services to be rendered. " These services, especially Jin hospitals, can be 
Extremely costly, even though their benefits may be slight. Anooher attribute is the 
worldwide tendency for \nounting expectations from medical science - associated strongly with 
higher educational levels - which enhance the general demands for health care. Increasing 
expenditures due to these various factors , provoke a constant search for more efficient 
methods of using all health care resources, including manpower. 3 > 
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For -all these reasons, WHO Member States, in their dynamic interaction with the Organi- 
zation, have developed over the years several strategies, the' ultimate objective' of which has 
been to achieve greater efficiency in the 'use, and production, of health personnel. One' 
must appreciate, of course, that this objective is not the same as seeking ef f eC t ivenes* 
( which v&JJld pertain, in a sense, to the goal of all health programmes). Effectiveness 
means # the* attainment of desired or good results, regardless of cost *. Efficiency involves 
the relationship of results or outputs to their cost or input. An activity may have high 
effectiveness and low efticiency, it it is much more expensive tt\an it need b'e. 

Thus, one can identify at least four taa^or strategies in WHO health manpower policy which 
imply 7 even if not so formulated"^ an objective of efficiency. To mirflmze repetition, we 
will analyse the development of each of these strategies separately. They involve: (a) the 
use of health auxiliaries; (b) the functioning of personnel in health teams; (c)" streng- 
thened training in health programme management, and (d) trie training of teachers of health 
personnel. , ~* *~ 



Use of health auxiliaries 



I*n Chapter VII on the objective of population coverage, we have observed the central role 

played by 'promotion 0 f training and use of various types of auxiliary heal th' worker . +' 

This account need not be repeated here 'except to point out that the reasons v for u^ing health 

auxiliaries were long recognized to involve efficiency as well as, coverage. (*As A early as 

1951, in the first Technical Discussions at a World Health Assembly' (which were devoted toe 

the education and training oX medical. and public health personnel) *much attention was?»given 

to tHe training and use of auxiliaries. The formulations, in fact, made no' reference *to 

population coverage as a reason for training health auxiliaries, but only to. their funcfiohal 

value in assisting fully qualified professional workers in the fields of medicine; nursing, 

midwifery, sanitary engineering, dentistry, and so on. In each of these disciplines,' 

auxiliaries would perform some of the functions of the professional person. With respect to 

"assistants to registered doctors", ,it was stated, for^ example, that they: / 
• • - * 

"... should be considered to be of the nature^of temporary expedients. They should be 
replaced as soon as" there are enough qualified professional persons to meet all needs". 

~> ' 
The implication was clearly that tlje use of auxiliaries would be a transient and inexpensive 
way of providing efficient or relevant health services, particularly in developing countries. 

In 1960, when an expert committee advocated expanded training of auxiliar(es because of 
the wastefulness of employing "highly trained personnel in wor^ which auxiliaries are capable 
of performing", 5 it was basically advancing an argument for efficiency^ rather than 
coverage. .(This rationale would be quite as applicable in a metropolitan hospital as in an 
isolated village health station.) Similarly, in 1967, the same expert committee offered 
further efficiency-related reasons for training auxiliaries in medicine when it stated; 

"Even* in the more prosperous countries, with a relatively high physic lan/populat ion 
ratio, the addition of medical assistants to the health team can fjcee physicians, and 
thus make high-quality medical care more widely available... In very small commun^es,^ 
where it would be uneconomical to ^employ qualified physicians, medical assist&*£*^a n do . 
very useful work... 

Many diseases can be treated by health workers who have had a training simp-ler than 
that of fully qualified physi c_ian s" .6 

THe same sort of reasoning, on t^ use of auxiliaries to at tain -greater, efficiency in the 
provision of health services, has been evident in several other WHO programmes. For dental 
care, the advocacy of auxiliaries has been particularly prominent. In. 1959, the expert 
committee on this subject stated: * »C ' 

"It is recognized that even in the highly developed nations it is not possible to produce 
a sufficient number of fully qualified dentists to provide all the dental care that is 
needed. It is also recognized that a greater quantity of dental service can be rendered 
by the efficient uti\ization of auxiliary personnel and by use of j^he dental health 
"7 " 



team. 
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Training programmes for operating dental auxiliaries were organized, with WHO cooperation, in 
several developing coijjptries, such as Jamaica, Papua New Guinea, Senegal, and Uganda.** As 
recently as 1977, a study in the WHO European Region discussed the "possible need for more 
dental auxiliary personnel to effectively increase dental manpower to cope with the growing 
demand for dental care"^ r with clear implication of the concept of efficiency: 

| : 

"There are many aspects of dental care that do not require the continuous personal 
involvement of dentists or their extensive, and therefore expensive, skills and 
knowledge ."9 

In nursing, the training and us^ Of auxiliary personnel have long been advocated " and 
implemented. In 1959, the ExperJt Committee on Nursing discussed public health nursing, and' 
concluded that: 

"the auxil iary worker has an important and almost certainly permanent place . in public 
health nursing. The potentials and limits of auxiliary functions and the relation of 
auxiliary to professional workers are immediate and urgent problems".^ 

Similarly in 1969, a seminar in the Caribbean area accepted the recommendation that: 

"ThWre is a need f;or a second category of nurse, classified as nursing assistant, a 
member of the nursing team within the health services working under the supervision of 
tHe registered professional nurse or leader of the health team".** 

In health programmes for 'the control of malaria, for the improvement of environmental 
sanitation, for the promotion of sound nutr^ion, for virtually every public health purpose , 
the value of brief ly "trained . auxi 1 lanes 'has essentially been accepted. The W,H0f Expert 
Committee on Leprosy, in 1966, for instance, devoted part of its report to the training of 
auxiliary personnel. ^ j H 



countries at all stages of development. When the issue of population coverage with 'health 
services became more prominent, as reviewed in Chapter VII, ^Le efficiency argument did not 



Thus, the value of auxiliary personnels in various types of health pr ogrammes % was loptg 
appreciated. % Auxiliaries were trained and utilised for reasons of economy a'nd< effi'cxeacy Va 

'£! 

disappear but was rather submerged by the emphasis on reaching total coverage or covering 
rural people with essential health care. The importance of proper supervision of health 
auxiliaries, nevertheless, has been streS&ed from the first days of tfHO to the present 
time. Likewise, there has been mounting recognition* of the value of. having auxiliaries 
function alongpwith other ^health personnel in coordinated teams. 

Personnel coordination through health teams 

In several of the contexts involving ^auxiliary personnel reviewed aoove, reference was 
made to healzh teams. A team (or a coordinated group of persons with complementary func- 
tions working towards a common end) has been - 'repeatedly advocated because, among other 
things, it^^rmits supervision of auxiliary personnel. But more important, ^teatns, are 
advocated because they facilitate the performance of functions by all . personnel in cie least 
wasteful ^or most efficient manner. The team concept is clearly related to an objed^ve of 
efficiency in the functioning or management of personnel; teamwork is reasonable wHether 
health services are being rendered in a rural or iirban area or whether one is considering the 
most developed or the least developed country. ^ * 

s < . * . ... * 

The importance of a team setting for the work of nurses, raidwives, auxiliaries, and 

others was articulated in a World Health Assembly as early as 1950. ^ The Expert 
Committee on professional and Technical Education of Medical and Auxiliary Personnel in 1955 
dealt specifically with the \tra*-ning and use of auxiliary Health workers. A major emphasis 
in th£ report of "this meeting was on the necessity of supervision of 'auxiliaries by pro- 
fessional workers. At the same time, the report states;. * | ^ 

"It i's important' that from the beginning of a programme everyone (administrators, fully 
qualified professional officers P^and auxiliaries themselves , as well as the general 
population) should understand that the auxiliary is"* an essential part of the team 
providing health services" . ^ ' - ' m 

. '. • • S3 », - ' 
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Twelve years later, the, focus of this expert committee .was specifically on medical assis- 
tants, who were trained to .assume limited responsibility for decisions -on the diagnosis and 
treatment of patients. This was clearly a wider scope of functions than'fimplied in the 
earlier discussions ot the role , of health auxiliaries; significantly, therefore, the 
committee advocated such a role only in an organized health service - stating; 

''A number of simple functions usually performed by phlsic iar\s can be delegated to medical 
assistants, within an organized health service providing for supervis ion".^ 
# j** * 

Teams of health personnel ith varying. and complementary backgrounds and functions, had, 
of course, been giving services in both developed and developing countries for many years. 
In the USSK, teams of physicians, nurses, feldshers and other health . personnel had been 
providing services -in health centres and polyclinics - as the normal pattern of health care 
delivery - si^ice the 1920s. 16 In « Kalutara, Ceylon (now Sri Lanka), a health centre 
staffed by a health team of personnel was established in 1926, furnishing a model for the 
subsequent provision of a range, of preventively oriented services in that country.. 1 ' In 
India, both the Bhore Report in 1?47 and the Mudaliar Report in" 1962 outlined the strategy 
for primary health centres to be staffed by teams with several types of health per- 
sonnel. 18 In many countries of Africa, teams of medical assistants, nurses, midwives, 
assistant health vis i tors , and assistant health inspectors have been organized to staff 
health centres since the, 1960s. ^ Even in private medical practice in the United States 
of America, group medical clinics have demonstrated teamwork for many decades, and "neigh- 
bourhood health centres" have been staffed with teams to serve urban slum populations since 
the early 1960s. 20 

' 

The idea of coordinated health teams was certainly not new in the world, even at t h^ time 
of WHO's birth. Among WHO-related projects, the teanv approach for both the training and use 
of health workers had been applied in the 'Public Health College at Gondar, Ethiopia since 
1954. At Yaounde, United Republic *of Cameroon, the ^University 'Centre for Health ^ Sc iences 
(UCHS) was established in 1969 - with the specif ic objec t lve of training health teams". As 
explained in a report on this impressive school:' p m 1 

"Teaching programmes are aimed at training a wide range of health personnel at all 
levels. Unlike a traditional faculty, of medicine, UCHS is training future medical 
practitioners (physicians), nurses and various categories of technicians - all these in 
the context of health ^ teams . Students with different basic academic qualifications 
pursue courses organized .for different types of health per^onnel^ with certain common (or 
core) courses shared by all students. The emphasis is, jiowever, not on sharing of 
courses or lectures in rjie same classrotan^kut rather! on participation by all students in 
practical team training exercises in the.f ield." 2 J- 

In official WHO policy, however , it, was r^jfuntil the Sixth General Programme of Work, 
(GPW6), for -1978-1983, adopted in 1976, that trie' goal of "efficient use of health personnel 11 
was explicitly spelled out, along with "the promotion of collaborative teamwork by tfiffeiffnt 
types of health personnel of different educational levels' 1 . 22 * Accordingly, from 19*76 
onwards, WHO discussions of health' manpower development to provide total copulations with 
primary health care put major stress on* functional, integrated teams. /Such teams would 
operate -not only in hospitals - as had long been customary - but also at trfe more peripheral 
level of the rural health centre arid the local or village dispensary. In 1977 , a meeting of 
regional experts on health manpower development in the WHO African Region formulated its goal 
in terms, of "planning, establishing and organizing the work of health teams" , and 
recommended that -i* „ ■ % 

'"The number and category of the staff to be included in the health team should.be decided 
an^the basis of tasks to be performed, taking into consideration demographic economic, 
geographical and other related factors."^ 

In 197b, the Division of Health Manpower Development sponsored a. thorough examination bf 
the concept of health teams, their- significance in different parts of total health systems, 
and theirl educatiodal preparation. It was pointed out „ that "in - order to optimize the 
training of health workers who will subsequently form a nealth team", it is essential to* 
incrase instruction in the group or team setting. 25 The premise of this argument is that 
health- personnel who. are. to some extent, trained together will later be better able to work 
cooperatively together. In sevaral countries., such integrated training has been found to-be 
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very effective with respect to several types of health personnel, 26 , There is surely 
mounting agreement throughout the world about the benefits of teamwork, in the functioning or 
^utilization of health personnel, and coordinated training can help to prepare them for such 
cooperative work. If only because of the steadily increasing specialization of the health 
sciences, efficient use of health manpower - use which avoids wasteful performance of tasks 
by persons' overtrained or undertrained # fo*r those tasks - requires "their coordination in 
functional teams as much as possible. 

Coordination of health perso/inel in teams cannot be achieved automatically, just by 
bringing differently trained health workers together. Effective teamwork requires common 
understanding of the role of each team member and s,kilful leadership. If one exteads the 
concept of teamwork "beyond the level cvf a small group of personnel, rendering direct ^personal 
health care, to a community or even a nation, with. a vast array of skilled health workers 
performing scores or even hundreds of different functions, then still another requirement For 
efficiency is identified., Th ^ *- s a requirement for effective management of health 
personne.l. ' ' n t 

'■ ' ' - \ 

Management of health personnel and health programmes J 

• ♦ 
As more has been learned atjout complex organizations and how they work, recognition has 
increased of the importance of effective management of health personnel. Management? of the 
health services or of # total health systems is, of course, a much larger subject, of which 
health personnel management is only a part. In the context of an objective of efficiency 
health manpower, we are concerned initially with the management of health personnel. Then, 
.the perspective broadens to include* management of health services. 

In the early years of WHO, one cannot identify the formulation of any policies, f-ocused 
specifically on the pruo'ent management of health manpower. Perhaps the -closest ch^" any 
activity in education and training came to addressing this issue was concern for postgraduate 
training in schools of public health . The purpose of such schools is, of course, broader 
than* training in personnel management, but this may be regarded as one basic component of the 
discipline of public health administration or, more generally health administration. In the 
World Health Assemblies during PerLod 11(1952-1961), a need for . expansion of schools of 
public health was/ identified as the seventh-ranking problem although^ it declined to 
sixteenth in rank during Reriod III (1962-1972), and disappeared after this. , 

« • In 1961, the Expert Committee oft Professional and Technical Education of Medical and 
Auxiliary Personnel focused its attention' , on. schools of public, health . Among many recommen- 
dations, it stated in the tenth report that the curriculum of these schools should be 
constructed around five major subjects, of which the first was "public health administra- 
tion: principles and practice' 1 . 2 ' Periodic conferences of schools of public , health in 
_ La tin American countries, designed to promote an exchange of ideas on various aspects in the 
field, wefre started in 1959 28 and have been held periodically since .then. < 

Travelling seminars (composed of deans ~6t North American schools of public heaLth) .wer,e 
made to postgraduate schools of public health in Europe, the Eastern KediTercanean Region* 
and Latin America, in 1963, 1965, and' 1967. _* n _1964j_a symposium on European schools of 
public health was held in France, and in 1967' X, similar *meeting v concerned with schools in 
Asia and the. Eastern ^ Mediterranean and Western Pacific Regions* was helcf in the 
Philippines.^ A comprehensive s^tudy_ was made q£ schools,,. of public health in Europe in 
1969. 3v These activities were all designed to strengthen this type of postgraduate 
ins true t ion whicJiL-include s , inter alia , training* in the management of health personnel. % 
• — * - 

Perhaps more specifically or iented to personnel management is training in hospital 
administration , ^n^so far ^as the" proper, operation of hospitals^ is heavily dependent on the 
effective "management of personnel. An expert committee was devoted % to a discussion of 
vast rue tioru.in ..this -subject in 1968. 31 Two levels of training were,, in fact, reepm- 
mendecH (a) short coursers for personnel concerned with' special aspects of internal hospital 
raanageoUnt, *and (b) longer courses for high-level hospital administrators concerned mainly 
* yith the relationships of hospitals to' total health systems. ""^~* ^ 

In the 1970s, discussions in WHO of postgraduate training in public health ^became more 
sharply focuse'd on the "management" objective within such training. In the >/orld health 
Assemblies of Reriod III (1962-1972), the need for proper management of health personnel was 
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the fourteenth-ranking problem identified, and in Period IV (1973-1980) it was sixteenth in 
m^nlu An expert committee report on postgraduate education and training in public health, 
published in 1973, begins its concluding section with these. words: 

. "The expansion of health services, and their increasing costs in terms of material and 
human resources (i.e. health manpower), requires personnel with the competence to assess 
health needs, determine priorities, propose possible solutions, and implement th«* 
resulting decisions by planning and administering health programmes and services. *Eor 

* such functions it will be necessary to train not only personnel in the traditional health 
professions but also specialists in such fields as information science, economic and 
social planning and management 

Among the subjects that this committee proposed for future discussions- the first was 
"public health training as related to Manpower needs and development^ with^special reference 
to the less developed countries" . In 1965 , WHO also", issued the first World Directory of 
Schools of Public Health ; a second edition followed in T072. 33 1 

In 1973, an important study was published by°WH0, entitled Health Practice Research and 
Yormalized Managerial Methods . In this publication the\ perspect ive of management is much 
broader than the mere management of health manpower; its concern is the entire operation of 
health service systems. The authors states \ - * - 

"Key posts in health administration cannot be adequ^teLy:- ^f^lled . by e persons without 
special training, however gifted they may be. The* \ef f ic ient operation of health 
services now demands not only an extensive knowledge of medicine and the biomedical 
sciences, but ^lso a range of managerial and research skills t,hat in-service experience 
cannot -wholly provide. For this reason, fqrmar training* of some sort in. management 
science ... is now recognized as a necessary part of thfe education of senior health 
personnel in -all countr ies". 3 ^ * « \ * 

* . ' jailer— " f \ 

This bseader conception of training^in the .management of health programmes is reflected 

in various official documents of WHO 'in the- later 1970s.' Thus , in the important statement 
on health manpower development^submitted by the Director-General to the Twenty-ninth Wexld 
Health Assembly in 1976 there is a^full discussion, of health manpower systems 'which infcl 
the h&alth manpower deTelopment process of planning, production^ and management. 35 It 
especially noteworthy that under the heading of "management \adrainistrat ion) of health 
personnel ther*e is a discussion, not onlv of "proper management of\health personnel* 1 (career 
structure, moral and financial recognition, etc.*) but also of:' 1 \ ? 

•* ■ x 
^development .of learning opport unit ies for top.- and middle level healfh planners Ad 
managers , using existing facilities such as schools of public health, which should be 
encouraged to strengthen health planning 'and management and health practice research in 
their curricula ... and adapting them to present and foreseeable future national heaLth 



neects"- 35 



This conception of the relationship of healtn manpower management to the improvement q£ 
health services is expressed also in the- L976 World Health Assembly resolution (WHA29.72) 
which requests the Director-General: x ' 

; ) 

"to collaborate wath Member States xxl the development "and adaptation of effective health 
manpower management policies, in the establishment of a continuous ^valuation process to 
ensure the necessary changes in a dynamic and integrated, system 0% health services and 
» manpower^develqpment ...".^ • j ' » " # * 

•It is evident that th^e ^formulations C;f the idea of management relate not only to an 
objective of efficiency in the training and *use of health manpower, but also to the efficient 
operation of s healjth systems as a whole. The same concept is reflected in the medium-terra 
programme for health manpower development that was prepared, pursuant to GPW6, in March 
1978. ;Th*s important document states, with respect to manpower planning and management, 
that WHO will cotlaoorate with countries towards' She achievement of targets that include: 

"Development; of management training capability'... leading to an increase in the number 
, ^ of competent health service managers, and theijr ut ilizat ibn 11 o s 
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As recently as October 1980, an orgaaizational study of the WHO Executive Board was 
devoted to the role of WHO in training in public^ health and health programme management, 
including the use of country health programming. This study emphasizes the importance of 
management training for achieving the long-term goal of "Health tor all by the year 2000". 
It goes so far as testate: , 

"The Board is of the opinion that management training is one of the essential strategies 
possible for en^agiflfg ~and harnessing the national energies required to orient the health' 
system in the direction needed to achieve health for all by the year 2000"."*® 

4 , 

Thus an objective that w^s formulated as effective management of health personnel - so 
that they would funct ion 'more efficiently - became widened over trhe years an integral part of 
effective management of total health s^ystems. 

J t { '* 



Training t-eachers to enhance sjtudent learning 



On a quite different path towards an ef f iciency ^objective, there has been another set of 
strategies in the health manpower field - involving* achievement of improved methods of 
teaching health personnel. Although these strategies evolved, in time, towards an objective 
of achieving "relevance to social needs" - extending well beyond the goal of -^-efficient 
teaching - they started with a goal which was essentially one of improved medical pedagogy. 
In other words, teachers should be trained so that a given* amount of their teaching effort 
would lead to a maximum amount of learning by the student. 

In the early years of WHO, the Education and Training (ET) programme was so concentrated 
on increasing the number and output of health professional schools (particularly in medicine) 
that little attention was given to attaining improved or more »efficient methods of 
education. It was only towards the end of Period II, in .1960, that explicit attention began 
to be gLven to the training of teachers so that they could teach more effectively, and this 
was only wLth re«pe,ct> to the teaching of basic sciences in medical schools. An expert* 
committee spoke that year of "ijhe lack of adequately trained teachers in the basic medical 
sciences and particularly ... in the less developed countries'^. ^ The committee suggested t 
th&t "a scheme for the training of suitable teachers might be organized on an international 
basLs"*^ ^Eveh this committee's report, however, oftly hinted slightly at the need for 
improved methods of medical instruction. ' 

In Period III ( 1962-13'72) among the problems identified at World Health Assembly inter- 
ventions .(as shown in Chapter 111) % the need for training of teachers and. .the rfeed *for 
regional graining centres became specifically identified, although not at the highest level 
of priority (13th and 23rd in rank, respectively). In |969, the ET Division prepared » an 
important plan for a comprehensive WHO trainings programme for teachers of health personnel 
which, inter alia , called for, training teachers-^Lo. specific subjects and also in medical 
pedagogy Earlier teacher-training programmes had actually been organized in the Region 
of the Americas; they stressed the human relations between student and teacher. In 1965, 
this WHO Region even published a book on me'dical pedagogy for Latin American teachers. 
The fir6t regional teacher training course was held in the South-East Asj.a Region in 1969 . 

Towards the ead of Period III,Jdu£ing the years 1969-1972, rapid progress was made, by^WHO 
in advancing the training of teachers, primarily in medical schools, on sound or efficient 
methods of education. As stated in an article in the WHQ Chronicle in 1970: 

"Teachers in the medical sciences are rarely given the opportunity of studying educa- 
tional methods and are generally appointed on the basis of their technical knowledge and 
experience \. . . An understanding of tfee^ principles of modern teaching ^methodology will 
help (him) to achieve a rapid improvement in (his) performance ... During the past few 
years, WHO has conducted or promoted an increasing number of courses and seminars on 
teach ing Vnethodo logy . These courses have . prov ided much-needed instruction in educa- 
tional practice to some, of those involved directly in the teaching of mtedical and 
auxiliary staffe in all six WHO 'regions" \ 

The bi»rec tor-General , reporting in 1971 on' WHO activities i)i connection with the Second < 
United Nations bevelopment Decade, stated: 
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"In the health field, eduction and training programmed N have been given 4 the highest 
priority in this strategy, and emphasis has been .placed on x teacher training programmes, 
new approaches in devising currSWla, the use of modern shipment, technical and voca- 
tional training and retraining ./\and the establishment in deve^lppung countries of at 
least a minimum programme of heal tnX£acilit ies. comprising an infrastructure of^.trainijig^,^ 
institutions** J*^ 



ed a 



In 1972, the European Regional Office orga 
countries on the ^pedagogical aspects of medicine, 
group learning systems, in medical education" was the 



seminar for medical teachers ^Trom^ 22 
Also in 1972, "individual and smalT^— K 



jme o t f a WHO study group meeting in 
Geneva. This meeting stressed "the training* of ^eachers ifr-^ducat ional methods and the use 



of all possible means of encouraging teachefs to devote time to 
material". 45 . 



^reparation of "'learning 



The efficiency objective of all these initial activities in teacher-training was made 
quite explicit in t^e summary of a seminar held in Italy , in April 1972: 



ill r 



"All teachers ih med ical *schopls should receive proper training in pedagogy with the aim^ 
of increasing their competence in dealing with educational problems.. Pedagogically 
trained t staff would increase the efficiency of a medical faculty ..'.".^ 

; As recently as 1974, the same theme was struck in another publication: 

V'The importance of educational science in improving both the efficiency and the effec- 
tiveness of educational programmes for the health profession can no longer be seriously 
questioned. Through a variety of activities the World Health Organization has attempted 
to promote the incorporation of this new discipline info the programme planning and 
implementation of efforts of health professions schools". ^ 

It was around 1973-1974, however, that the perspective" of WHO teacher-training activities 
began to broaden from efficiency in the teaching/learning process towards greater concern for 
the orientation of medical teaching to community health problems and its adaptation to local 
needs. This broader view - discussed in a later chapter on the objective of relevance -- 
began to appear in the 1973 report of a study group, in which the conclusion reminds one that: 

"In order to prepare the increasing number of students for the complex health care needs 
of the ^growing world population, there' is an urgent demand for more and better teachers 
^ in all the health professions ... The ultimate purpose of the WHO sequential programiffe 
proposed in 1969 ... was to improve the delivery of health service 1 '. 48 ' >* — - 

After 1975v-as we shall see, the teacher-training* programme became focused predominantly not 
on" pedagogical methods as such, but on the organization of educational programmes in settings 
. and with teaching methods designed to prepare personnel "most suitably ,to meet the needs of 
each natiorv's health services. 
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Chapter IX 

*\ 

PLANNING OBJECTIVE : PREPARING FOR FUTURE REQUIREMENTS y 
• % 

* 

f The systematic planning of health manpower is an essential component of , general health 
planning - which, in turn, must be recognized as a part of overall socioeconomic planning. ^ 
It has been defined, in a WHO publication as: 



"... organizing, in systematic fashion, the goals, objectives, priorities', and activities 
of manpower* development in order to insure that the right number of staff with, the 
appropriate skills are provided at the right time to meet the requirements of the work to 
be done" A ~ 

' " ' '\ 

' Even more specifically, health manpower planning is: ^ 41 

"...the process of estimating the number of persons and the kind of knowledge, skills, 
and attitudes they need to achieve predetermined health targets and ultimately health 
status objectives."^ \ 

Reasonable and obvious though such'an approach* to Sealth manpower development in jany country 
may seem, it is noteworthy that nearly twO decades passed fo-H-ewitig the birth ofy^HO before 
deliberate attent ion T was given to national health pfanning in general or to health manpower 
planning in particular. 

Background factors , ' ' 

j 

By the nineteenth century, as industrialization developed, millions of * people found 
themselves living in miserable urban slums. There were 12-16 hour working days and child 
labour; communicable diseases and malnutrition were rampant; infant mortality was high; 
and life expectancy in the working class was short. As political movements arose in EuTope 
to counteract t^hese anomalies, ameliorative social actions were taken, such as social 
security programmes, protective labour legislation, free .public education,* and so on. 

~ * \ * 

Beyond the compensatory social welfare measures, some countries .enacted anti-monopoly 
laws td**limit to some degree the, abuses of free market dynamics. It was no^ until the 
Russian Revolution of 1917 ,., however , that fundamental actions were taken in any country to 
move -beyond social reforms /and # depart entirely from the free-market ideology, replacing it 
with systematic socioeconomic planning. After |fhe October Revolution, it was some years 
before the new Union of Socialist Soviet Republics became stabilized, but in 1926 the USSR 
launched its first five-year plan, setting goals and time-tables for the development of every 
sector, of society,, including the health services. 

In th| other industrialized countries, post-war planning began to be* undertaken during 
the Second World War, to help assure more equitable distribution of resources after the war 
than had been achieved under free market conditions before the war. In the health sector, 
this was demonstrated in a worldwide^extens ion of social security for supporting medical care 
in the decade, after the war ended (1945-1955). It was also shown in the organization of 
offices of general economic planning to accelerate development^ in many of *the newly indepen- 
dent nations of Asia and "Africa. 

In' WHO, however, it^will be recalled that shortly after 'the Organization's birth, the 
USSR and jOther socialist' countries - under the conditions of the "cold war" in the 1950s - 
withdrew from active membership. Hence the Member States that bad acquired the greatest 
experience with' -economic >and national health planning were absent from WHO for several years 
during tfie time span defined in this study as Periods I and II. Moreover, in these early 
years of independence of former colonies, concerns with basic economic development - not to 
menttion ach ieving political stability - were so overwhelming that little attention could be 
fcpaid to planning in a field, such as heal th 1 services , usually ^regarded as marginal by 
economists and political leaders. These background factors may help to explain the virtual 
absence of explicit attention in WHO in general to health planning and specifically to health 
manpower planning during Periods I and II. 
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Health planning - Periods I and II ^ - - 

%_ ^ ; 

In the WHO Conb 1 1 tut ion, drafted in 1946 and adopted in 1948, one searches in vain for 
the word "plan" or "planning". Among the 22 specific functions of the Organizat ion s spelled 
out in Article 2, many phfases may\ imply planning - "to stimulate and advance work to 
"to promote improved standards of ..."> "to' take all necessary action to ...", and so on. 
Even in outlining the operational procedures for the Assembly and Executive Board; the 
* Constitutioa requires the Hoard to submit "a general programme of work covering a specific 
period",*- which means essentially a plan. WLth the perspective of history, one gets the 
impression that tfce framers of the WHO Constitution were rather assiduously avoiding any 
reference to plansjor planning in this important document. 

'it should not be surprising, -then, that "in Period 1 ( 1948-1951) one finds no^e/plicit' 
*re£erence to health planning or manpower planning in any of the records of WHO^ governing 
bodies or in other (WHO technical documents or reports. -One may infer an implication about 
planning at the f l n:h session of the Executive Bpard in 1950 , where one member spoke of # the 
need'for regional izat ion, ^ but planning, as such, was- not mentioned.- 

In Period II (1952-1961), amo^g the interventions identifying problems at the World 
' Health Assemblies, no mention was made of any need . for planmng. The massive problems of 
disease, malnutrition, high infant mortality, etc. were, of course, described repeatedly at 
"meetings and in otfLdal documents. Nevertheless, in Period H, one- may infer only the # 
faintest recognition of the concept of planning on certain occasions-.^ In the Technical 
Discussions at the. Fourth Wor Id Health Assembly in 1951, for examp^~^" f erence-^7as made to a* 
need to determine the number of^nedLcal students who should become trained.. In 1953, the 
Executive Board organizational study on education and training comes a bit closer to the 
concept of planning (though not using the word) by giving Lts judgement- that the first 
objective of the El programme should-be "to determine world needs , by regions and by Countries 
for trained personnel ~ in 'the various branches of health and medicine". IhLS constituted 
an approximate Statement of the importance of a quantification of needs, as a ba^sis for 
action - this being a central tenet in current concepts of health planning. 



In certain publications in the WHO Techn ical Reports' Series*' daring Period lL,-one\iay 
also find in-direct implications of a planning^objectLve. A polTcy statement 'on the training 
of statistical personnel in 1954, for example, indicated that the emphasis by WHO is "on the 
applied SLde of statistics"^ - an approach which nught be interpreted to mean that statis- 
tics would be exjpected to serve as a too-1 fc>r planning. The Expert Committee on Environ- 
mental Sanitation, reporting m 1952, made a ^e-ference to planmng" in this sector of the 
heal-th— services when it stated: ^ 

#- * 
"In the preparation j^fXa \ programme of environmental sanitation the first need is for a 
careful assessment of the\ problem and for overall planning of the necessary measures at 
the highest level".- 7 x ^ 



9 



The Technical Discussions at -the Ninth World Health Assembly, in 1956,\were ^devoted to 
"Nurses: their education and their role^ in health programmes". Among the conclusions was'a 
statement* tba't one of the usual functions of a" chief nursing officer in a national health 
agency ^%§i<J be participating in planning the national health 'programme - making the rather 
sweeping assumption that such 'planning was being under taken . ° \ At the end of Period II, a 
study of basLC nursing education, published in 1961, made\ perhaps the first explicit 
reference to^planriTng educational-programmes - in ^offering: • 

"suggestions as 1;o a method of planning, and it is intended for the use of nurses who 
find themselves in a position to influence planning for basic nursing education at local, 
intermediate (state or provincial), 6r national levels, particularly in countries where 
the practice of modern nursing and preparation for it are just beginning ta develop". 

Only in very limited ways does one f ind ' in Periods^ I and II any direct or indirect 
references to health planning. Where the context is £road ,or comprehensive planning, the 
references are very indirect; where the references to planning are explic it,^ the context is 
subdivision of the health sector, such as environmental sanitation or nursing. Clear-cut 
acknowledgement of a planning objective in overall health services or in health manpower 
development is quite lacking pri^r to 1962. \ * 
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* In the opi.ni.on of some observers, this situation reflected the view that WHO, at* its 
beginning, was^mainly a body for "international sanitary quarantine", complementing the 
colonial health series - past or present. ^ An interpretation of attitudes, of the 
United States of Amelrica - a major force in WHO during these years - towards international 
aid. programmes in thf 1950s*, is giyen.by a US scholar writing in 1957 : \ 

"T^he thre£ original aims of 'the Point Four Program reflected considerable %.S. activity 
in/developing policies, to counter Soviet power. They were: to prevent underdeveloped 
Countries from falling under Communist domination and to assure their good will toward 
the U.S.; to maintain and develop" these countries as sources of strategic raw 
materials; and to develop to the extenf possible future markets for U.S. commerce. In 
addition, humanitarian aspects were included amongr the considerations behind the Point 
Four Program" .'12 

"In Period III, considerable change was to occur in attitudes towards health planning' around 
the world and in WHO. , - 

National health planning - Period 111 t 

The first** specific reference to national health .planning in a WHO publication was an 
expert committer report that appeared ^n 1967. 13 In World Health Assemblies, the fir,st 
^specific reference to health manpower planning wa^ made in a resolution in 1969, related to 
^the Sec6nd United Natro^s~^e^etopm^Trr t>ecade (WHA22.55), whrch "Stated that global prir>rrtiei& 
in heal th^sluTttld incluae: % - \ 

fc "the planning, organization and operation of systems and institutions through "which the 
health service personnel can -provide to populations they serve every form of care ... 
particularly ... for the largest possible segment of the population in developing 
countr ies" A** 

In 1969 also, the ^xperT^Commi t te^ on Maternal and Chil£ Health stated in its conclusions: 

+ 

"Planning is necessary to develop, organize, and distribute services to cover the 

* population, Th'is calls for careful assessment of the local problems and of the 
approaches and resources at hand. Advisory- bodies to coordinate the interests of all 
groups concerned with mothers and children are also desirable".^ * 

With respect to perception of problems on the planning of health manpower, as reflected 
in interventions at the World Health Assemblies, t^ese did not appear until the later v years 
of Period IlT. Hence, -as indicated in Chapter III,' the need for health manpower planning 
was identified, but' counting all eleven World Health Assembl ies i*i this period^ it ranked low 
- 22nd out of 23 significant problems. There were, in fact, two aspects of planning as 
related to health manpower: (a) the planning^of health personnel of all types, and (b) the 
training of skilled health planning personnel. ' % * 9 

\ ' 

The first aspect - that is, planning for health manpower as a whole, r, was ident i f ied„ in 
the conclusions* of\the Technical Discussions at the .Twenty-th ird World Health Assembly in 
1970. Among the conclusions of these Technical Discussions, one was^he need for: 



health manpower planning ... based on an analysis of* heaUh problems as well as ,tfre 
functions requ-ired for the achievement of desired and feasible ob jec t ives" . *° 

Also in 1970, at the forty-seventh meeting of the Executive ffoafd, the f\rst attempt to 
define general principles of health manpower development (including planning) was made by the 
member *des igtrated by the USSR. He listed these principles as: .;* 

* v v. ' 

the training of national health^ personnel should be a part tJlfthe^ development plan 
of each country, (J^, ' • 

training sHould be geared to the country's needs, ^ - 

training should be coramtinity oriented, ^ • 

rational use ^hmild ,be made of the personnel available,^ 

• . v ! „ • ; \ . ■ . 

Further points were added at tWis Executive Board discussion on the training of auxiliaries, 
coo'rdinatioo\between training and utilization ofrj >e rsonnel , etc. ^ 1 

: \ - ■ m . \ 

■ - • 9] . 
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The* second, more restricted aspect - namely that of % the ! training of health planning 
personnel - wa*s 'the special ^focus of an expert committee mejeting 'whose report was a^lso 
putftished in 1970. This meeting reviewed several travelling seminars that. had been con- 
ducted on health planning in d if ferent .regions 'during the year s [ 1967-1969 , aral concluded that 
more~woxk was necessary to reach clear* dec is ions on the best wajy to train health planners. 
The committee concluded; < < m V > I 

\ 1 . 9 < \ \ 

"A full-scale apparatus for the training of health planners has been ^developed \ in 

relatively few countr ies . . Thus , one of , the imperatives in the current "situation is the 

negotiation of a coherent plan of action to develop a systematic and effective training 

apparatus ... Further, in most countries training in health planning will have to be 

administered for some time on a relatively centralized basis, in view of the experience 

of several developed nations that a significant cadre of j planners and teachers must be 

built-up before training responsibilities can be decentralized throughout the country to 

good effect."^' ' > 

: T \ ' . t * 

% By 1971, recognition of the igreat importance of national health planning, and of health 
manpower planning in pa^ticuTar (including the formal training of health planners), had 
reached a high pitch in WHO. The World "Health Assembly that year adopted a sweeping 
resolution, (WHA24.59) on the training of national health personnel with at least eight major 
recommendations, the first of which.stressed the importance; 

"firstly, of current and long-term planning of the training of national health personnel 
in accordance with each country's objective needs ami existing social and ecorfomic 
resources" - ^ * 



i - ■ 
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Also in 1£71, WHU published the comprehensive findings and, recommendations of a Scientific 
Group on the Development of Studies in Health Manpower, the .main focus of which was on the 
crucial importance of health manpower planning. In" its ; first conclusion the Scientific 
Group expressed;" , 1 

"considerable concern at the fact that the importance df health manpower planning is not 
widely understood. ~ In particular, the potential bea'efits from the n£w techniques of 
study havV* not been 'fully appreciated. This has Resulted in a probably widespread 
under-utilizat ion of skills in the developed countries and unnecessary deficiencies, 
elsewhere, in a frequent discrepancy between real needs for health manpower skills and 
G the content- of training programmes 
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By the enti of Reriod III , the stage was well set fior manpower planning to become an 
objective ot very high priority in WHO's health manpower development programme. 4 In previous 
* uears, under the umbrella of other concerns - such^ as population coverage, efficiency, or 
^even the quantity objective -\the planning of health .manpower had been art implicit objec- 
tive. But now it was an explicit and prominent part of \ WHO 1 s. pol icy - recognized, further-, 
more, as a major component in the task of planning total/* nat ional health systems, within the 
framework o£ overall natiojjal socioeconomic ^development J It is surely no accident tha*t it 
was in 1971 - after nearly 50 years of healttPblannini experience in the USSR - fcha^t WHO 
published its first comprehensive account on Principles* j»f health planning in the USSR . 



Health manpower^planning - Period IV 

Th fe prominent place^ that national h.ealth planning, and health manpower planning in 
partKsilar, had ^come'To occujgy in the and policies of WHO was not necessarily reflected in 
the perceptions of Member States. . Among the problems identified at the World Health 
Assemblies of Period IV ( 1973-198G0 , the* need f eft •health manpower' planning ranked only 15th 
in the number of interventions. 1 » T ' 



Member states apparently dVd not respond with "gr^at enthusiasm to the planning concept, 
with itfc strong emphasis on .quantified assessment pf needs and -quantified I%ojec t'ionfe of 
e\ to be produced. Because*of this, "and perhaps for other reasons (s|e below)| it 

,w T5 ~ «-]^ A TV /.A n hi#h<> ^ f t-ho howa 1 f K mannnuo r nl aniline ronrent waS broa~ 



resource* 



appears 'that in Perfofi IV the .content of the health manpower planning concept was broa- 
dened. Certain, planning activities, of course,* continued as .before, such as the *Pan 
American ^Conference on. Healt'h Manpower Planning held in 1974. 22 Major emphasis in that 
conference was put'on Vhe. training of planners and f>ther persormel connected with planning 



and on research concerning planning methodologies. The?e were significant emphases, since 
the fca*n American Health Organization had, from the early 1960s, made a great investment in 
training health planners by the PAHO-CENDES method, as it was called^ - uith d isappointla^ 
results*^ ^ The method called for careful quantification of each ^ country 1 s disease^ 
problems according ta th^ir magnitude, importance, and vulnerability; then alternative 
options were^to be prepared by health planners for decision by policy-makers. Al'thouigh some 
2500 persons were trained in this method, t it was never successfully abplied in any country of 
the Americas or elsewhere. The statistical information required f^rlthe analyses of disease 
burdens was seldom available; even when various options were posed to policymakers, fin\i 
decisions were usually made on wholly different grounds. 



\ 



As a* result of experiences^ of this type, in 1976 WHO staff with major responsibilities 
for health manpower planning were led ta conclude: 

"What are the lessons learned from experience with manpower planning? Such 

planning is now more concerned with the actual decision-making process &i\d imptementation 
of decisions «,th an with the manipulation of numbers in forecasting demand and supply .♦♦ 
Planning efforts are unlikely to be effective if due account . is not taken, of the social,' 
economic, *and - most important - the political milieu in which they take place" .24 
t 

In a word, the health nfSnpower pSImning process came to be recognized in WHO, as it was * in 

countries, as being more .political and social than mathemat ical ♦ It was realized that 

^quanti tative analyses had their value, but that the ultimate decisions on implementation were 

being made by national lea^ej^s who had to take into account -problems and capabilities in the 

whole of society and political interests and considerations - not solely in the health^jfector 

or in health manpower. Similar insights affected the overall operation of WHO durin&Jgfet^ci 

IV, when the organizational unit on nat io^al health planning was^ eliminated,, and replaced by 

a unit with much more broadly cojicerived functions and strategies; it was called "Country 

Health Programming". * * 
i 

These insignts <may explain why in the Sixth General Programme of Work (GPW6, 197B- 1983), 
prepared in 1976, the section on health manpower development makes -ample reference , to 
planning as *beir\g an integral part of the total health manpower development process ♦ The 
first detailed objective under healt^manpower development in GPW6 is: * 
^ * » ' • 

"To promote the planning for and training of the various types of health- personnel. 
Composing 'hftplth teams 1 , with the proper knowledge, skills and attitudes for the 
execution of^^ational health ^>lans and programmes, including personnel T ~vFEh appropriate 
levels of s^Bfls for the provision£>of primary health care, as well as environmental 
* health persoMl"* 2 ^ * a 

Similarly in the WHO Medium-Term Programme for Health Manpower Development - submitted to and 
approved by the Thirty-first World Health ^Assembly in 1978,^ health manpower^vlanning appears 
in a subdivision of one of three programme areas. , The planning objective is presented as" 
one among five targets under Programme Area A, with tKe words: I * 

■ \ * - ^ < / 

."Development of health manpower planning capability, as evidenced by an increased number 
of ' count ries* developing soundly based n>t ional health planning, including the prediction 
0 of manpower requirements".^ * *~ * 



Thus in Period IV, health manpower planning did remain one of^ tjie main objectives of the 
HMD programme and was* recognize4Jas *one compofilnt of a more broadly defined r *heal th manpower 
development process . This was already evident in the document issued preparatory to the 
1976 deliberations o£ the Tw^nJty-ninth World Health Assembly, which promulgated ?PW6^ 'in 
this important Wcfumen'C (7529/15) , the health manpower development process ig analysed as 
Consisting, of: a * ' ^ ? ^ \ 

. "(a) h.ealtK manpower planning j $ 

(b) manpower resources development (health manpower "production", education and 
graining) , . arid 



graining) , . arid \ . 

{ (c) health manpower management (administration^^' 2 ? 



Furthermore, \ the relationship of healthy manpower planning to overall health planning 'is 

stressed in the 1976 World Health Assembly resolution (WHi^* 72) * which requested v the 
Director-General to; 

er|c .. \ , . /•> -9C, ■ ' - ' ~; 



"collaborate with Member States in strengthening health manpower planning as an integral 
part of overall health planning in the context of their socioeconomic conditions".^ 
•» • 

In 1978, Wttt) published a comprehensive monograph entitled Health Manpower 'Planning , which 
had been in gestation*, for several years. ^ i n the summary of the chapter giving an 
overview, the broadened objective into which health manpower planning had evolved is well 
stated as follows: - • * • 

"Health manpower planning is a process whereby health manpower development goals, 
objectives, priorities, and activities are established systematically in order to ensure 
that current and future health manpower resources meet adequately the requirements for' 
delivering health services to a population. It consists not merely in projecting the 
* numbers of personnel required but also in planning to provide proDerly designed health 
services with the quality and quantity of the personnel they need". 30 



* f 



i 



O 



D 1 f 



- 91 - 



References 



1 Hornby, P., et al. Trends in planning for health manpower. WHO Chronicle , 30(11): 
447-454 (1^76). * ' . . , 

. % 

2* Hall, T.L., & Mejia, A. Health manpower planning: principles, methods, issues . Geneva, 
• World 1 Health Organization, 1978* . . 

3_ WHO- Official Records, No. 25, 1950, p. 33. 

4 * WHO Official Records, NoT 35, 1952, pp. 184-189. 

.5 WHO Official Records, No. .46, 1953, pA31. " ' ' , 

6 Training of statistical personnel: Yoie of ,the World Health Organization. Bulletin of * 
the World Health Organization , JJL(l-2): 25? (1954). % * 

7 WHO Technical Report Series* No. 47, 1952 (Expert Committee on Environmenta^^anitatipti: 
second report), p. 20 



8 Nurses: their education and their role in health programmes; report of the Technical 
Discussions , at the Ninth World Healjth Assembly. WHO Chronicle , lO^.),: 212 (19£6 v ). 

" * v* 

9 Lyman", K. Basic nursing education programmes: a guide 'to N the ir planning . 'Geneva, 
World Health Organization, 1961, p. 7 (Public 'Health Papers No. 7). . fc % 

a v *- , - * - : *\ • 

10 ScepLn, Q.P. The problems of public health in developing countrie s. Mpspgw, MediGina,* 
1976. • ' • ' '* • 

11 Venediktov, D .D f International problems of publ ic -health . Moscow, Meciicina, 19?^. . 

; / ~ 7 ^~~^ ~ • . * ' \- " 

12 Best, F . M. International law standards » in the United States' foreign aid treaties, 
1948-1952 , Washington, DC, Catholic University, 1957 (Master's dissertation). " ~ 

13 WHO Technical Report Series, No. 350, . 1967 ( National health planning in developing 
. • countries : report of a WHO Expert Committee). ^ 4 

14 WHO Handbook of Resolutions and decisions, Volume I, 1948-1972, 1973, p. 511. 

. — » 

15 WHO Technical Report Series, No* 428, 1969 ( Tfte organization and administration o>f 
t maternal and child health services : fifth report of the WHO Expert Committee on paternal 

• and Child, Health), V34, ' * 

16 WHO Official Records., No. 85, 1970, p. 237. . . 

17 World Healtfi Organization. Executive Board Forty-seventh Session; Summary Records, 
Geneva, 1971 (Unpublished document EB47/SR/13 Rev.l). - ■ ^ ^ 

18 WHO Technical 'Report Series, No, 456, *1970 ( Training in national health planning : report 

* of a WHO Expert Committee), p. 33, * % - 

19 WHO Handbook of resolutions and decisions, Volume I, 1948-1972, 1973. p. 50, • . 

20 WHO -Tecfiirical Report Series No. 481, 1971 ( The development of studies in health 
manpower : report of a WHO Scientific Group), pp. 46-47'. a m " »* 

' ' ' * i4s 

21 Popc-v,, G.A. Principles of health : planning in the USSR . .Geneva, World HealttV 

Organization, 1971 (Public Health Papers No. 43)» j % 

22 Pan. American Health Organization. First Pan American Conference on Health Manpower 
Planning, Ottawa, Canada, 10-14 September 1973 , Washington, 'DC, 1974 v (Scientific 
Publication No. 279). 

- »* -i* . ' - % ■ . « 

4 . \ ^ : oq * • ! 



j 



92' 



23 Roemer, M.I. Comparative national policies on health care . New York, Marcel Dekker, 
1977, pp. 199-200. 1 * f [ ' I ; ~ 

4 ; f * 

24 Hornby,. P., et al. op. cit . , pp«453-454. ^ 

25 WHO Official Records, No. 233, 1976, p. 102. * 

2b t Worid Health Organization. Medium-term programme da health manpower development - report 
by "the Director-General . Geneva, 1978, p*7 (Unpublished' document A31/18) . 

. 27 World Health Organization. Health Manpower development . Geneva, 1976, p*22 (Unpublished , 
document A29/15). ' 

28 WHO Handbook of resolutions and de&isions, Volume II, 4tt^ed., 19&1, p. 124. 

* . f . 

3X Hall,' T.L., & Mejia, A. op. cit . 

' * * -* ^ 

< 32 Mejia, A. / & Flilbp, T. Health, manpower planning: an overview. In: Hall, T.L. & Mejia, 
j A* op . cit. , p. 29- • „ ° . . , " ' 

"* * * 

■ / • t 

• • • . ;\. • >-:■! 



- Si) 



ERLC • 



- 93 
Chapter -X 



RELEVANCE OBJECTIVE : TRAINING APPROPRIATE , 
TO LOCAL HEALTH NEEDS , 

Most of the objectives of the health manpower development programmes discussed m 
previous chapters have implied also an objective of relevance - that is, that personnel 
should be trained in numbers, types, and manners appropriate to the varying needs of each 
country. As, experience with conventional concepts of education and .training has accumu- 
- lated , howevei^, the crucial importance of designing educational programmes relevant to the 
particular conditions of each country has become increasingly appreciated - ^so mucfy so that 
relevance has taken shape as a definable objective in itself. ' * 

«r * * . 

_ s * * i 

Meaning* and background of e'ducat ionai. relevance * • 

' %9 From the firs,t years erf WHO ,y„j;here" were some .representatives of Member States who recog-> 

* nized the 'importance of having.' health personnel/* receive an educ'a£ior> that was. relevant to the, 
problems and conditions, ofS their own countries, - even though' the issue may not have -been 
expressed in. this- way. *At the Second Wprld Health Assembly, a, delegate of India-- s.pt>ke of 

> the unpprtance *ofv strengthening the educational institutions ufrithiti each country, so t;hat the 
"bulk of national heaRh staff may receive proper , training in their own environment and under 

* their /peculiar -tt>cal § cond it ions" . 1 * At the' Tftird f World Health Assembly, an Egyptian 
delegate remarked that "graduates* returning from abroad had very little idea of local 
diseases, or -problems", and a .spokesman from Pakistan stated: "it should be left to national 
authorities to tr,ai-n their own workers"*.^ \ In the first Proposed Programme and Budget 
Est imates^ submitted to the "World Health Assembly, in 1949,>a similar idea w,as expressed in 
the comnfer^t that "a physician should, in principle, receive most of his training in his 
■country/ or at least in a country 'similar to his own".^ * » 

.tn subsequent years, the issue of educational irrelevance and the formulat ion ^of stra- 
tegies to achieve relevance were give*n more specific form. Maqy of these strategies have 
" been " disc us se*d in previous chapters.. The, expanded training and use of health auxiliaries 
and the involvement of practitioners of traditional ^medicine, discussed in connexion with the 
objective of coverage, constituted one basic st*a£egy that of*en implie.d'a goal of rele- 
vance. The advocacy of health teams, as a mechanism^ for increasing efficiency, was 
another. The whole movement, for advancing health planning was still another strategy 
closely connected with the goal of relevance;* planning, in other words, was intended' to 
result in meeting the current a^d future nee^js, not of .some abstract realm, but of a. parti- 
cular country. * P " * 

Still other activities in 'countries and* in< the work of WHO that have contributed to the 
objective 4 of relevance can be ide?ntif iecj \ "Some of these, such as* strengthening training in 
preventive and social med.icine, appeared early in t£e history of WHO, and then declineo* in 
importance*. Other concepts, such* as promoting the education, of all medical and allied 
health personnel along more community-oriented (as distinguished from pathology-oriented or 
hospital-oriented) lines, arose in an,amorphous form and then became more shargply defined in 
later years. • * * * « • 71 , . ♦ * 

•x • 
The background factors contributing to # the ultimate formulation of relevance 0 as a 
distinct policy objective included many of^the glneral developments in medical science and, in 
society already noted in^other^ connexions. _ The rising proport ioru of developing countr ies 
among WHO Member States was basic. The increasing specialization of medicine" -'and the 
proliferation of sophisticated technology in the affluent industrialized^ cpuntries - ren7 

* dering their health services . less and less appropriate even '.to their oum national -health 
needs - accentuated the demands for . relevance 3 in WHO health manpower policy}^ The failure x>f 
major disease-control campaigns (especially malaria eradication) and disappointment with fhe 
wave, of neo-colonialism aJLso in the health J. ield .as wefl as with the' -entire role**of private 
medical practice also contributed. Finally, . the* large persistent problems .of disease and of 
resource def vcienc ies* jLn the developing countries, combined with the problems of underserved 
urban slums and r^urVl #rea*v even in ^industrialized countries^ le'4 in the most recent decade 

erJc : ' • : • . ■. \' ■', , . : 



- 94 



to a growing selvse. of dTTsa t is fact ion # with the so-called "Establishment" u\ modern medicinV 
throughout the world.. All these -circumstances led to a call for health care systems as a 
1 whole, and health manpower policies within them, to become more relevant to the mam health 
problems of people everywhere. ~ ^ ' 

* Beyond the subjects, implying an .ob jec t ive . of relevance already discussed, this chapter 
wi&T' examine four further programmes or sets of* .ac t i vi t les promoted i>y WHO, to attain the 
objective o^f mak mg health manpower policy more relevant to the needs of populations*. These 
are;, strengthen ing < preventive and social medicine m^medLcal and other hea»lffi personnel 
schools, medical education" on salient or timely problems (such as mental' illnes,s or* radiation 
hazards); trailing teachers of health personnel to use 'more appropriate methods of educa- 
tion; r' and ? des ignmg the whole opecatLor) of medical and other health-related schools,, to turn 
out more community-oriented health personnel. 

* ' ^ 

Strengthening education in preventive and social medicine < |V 

» f 
_The earliest form of advocacy of ,a specific activity, to heighten the relevance of health 
professional education £o the health needs, of people was to call for stronger emphasis on 
preventive and social concepts in medical education.; Some comments along these lines were 
even made in the deliberations of the interim' Commission for WHO. in 1946. In the first: 
World Health Assembly, prominent^ public heal th leaders, 'such as Mudaliar of India, Parisot of 
France, and Stampar'of Yugoslavia, , spoke ' on this subject*, From the Fifth World Health 
Assembly ♦(1952) .onward, every single Assembly in Period II ( 1952^196 1 ) heard' some reference 
to the subject. Lfl the** interventions at all ten of these Health Assemblies, the need for 
teaching preventive and social medicine (VSM) was the fifth ranking problem. ^ 

The Expert Committee on Professional and Technical Education of Medical an4 Auxiliary 
Personnel devoted a part of its second report in 1953. to PSM teaching in medical schools*. 
An account of the report of this meeting, stated: " 0 



'^fhe objective of teaching in preventive and social medicine is to give ..the student an 
adequate scientific background to trte problems of health in* the individual, family, 
group, and community ... He should be. encouraged ,to integrate preventive* and curative 
attitudes in his, medical thinking and in his practice . ..'O 



' V^, This Committee emphasised that, more important than PSM instruction in separate courses, 
these concepts should be integrated, throughout cliniqal teaching - an Approach still 
widely advocated today and all too seldom implemented . v • , " # 

Much emphasis was given in the WHD Region for the" Americas to PSM teachings _ formula ted 
usually as the teaching of "preventive medic me and public^ heal th" . Several i'ssues^ot £he 
Boletin cle la Oficina Sanitaria Panamer icana ^in 1955 published articles' on this subject. 7 
Numerous seminars on PSM teaching were held for medical school 'faculty members^ in the 
Region. 8 In 1957, the WHO Regional Office for Europ t e published a survey of* the "teaching 
of public health and hygiene in the medical* schools throughout Europe". STmilar PSM 
^ emphasis was promoted in the £asic education of dentists r'^ * ■ 

The WHO policy of encouraging the incorporation of preventive concepts into various 
medical courses was well illustrated by the subject of *the meeting of * the . exper t committee 
dealing wirti, education and training in 1957: « it was m focused on instilling preventive 
concepts into the teaching, of * pathology , sp-ecif ically though promoting collaboration between 
pathologists and epidemiologis ts .}} Inculcating a . prevent ive viewpoint was .promoted also 
during Period n in the continuing education of general medical pract i t ioners , I 2 

In Period IJJ-. ( 1962-19720* the WHO strategy of instilling preventive concepts, into'* the 
teaching and practice of various specialties of medicine, as well^as in general practice, 
continued. The, • issue still appeared fairly prominently N in th'e interventions at Health' 
Assemblies ,. ranking eighth among 23 significant problems ideotified during this period. * 'In 
1963,. the Expert Committee on Maternal ^jand Child Health devo ted. .its: fourth mee t ing^ to v metflods 
of including PSM concepts^ in- -the training Qf^both obstetrician-gynaecologists 4 attd v paedia- 
tricians. 13 ^ The Expert Committed on NutriSfipjn and Infefctidn, reporting^ in 1965 , made a 
plea for the relevance of this subject*'in the education ' of al.l^health personnel, when , i't 
advocated that: - v * ~ 1 .« , 
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"The interaction between malnutrition and infection should be regularly taught in schools* 
of medicine" and public health or hygiene, in schools for nurses and auxiliary health 

torkers; and in short-term and retresjier courses for public health personnel. It should 
lso form part of the content of ^health education for the public. ^WHO should promote 
such education and trainirqg activities".^ 

In 1964,' once agafn the expert committee concerned with education and training gave its, 
attention to stressing the relevance of preventive concepts "to every specialty of medical 
practice, and particularly to the work of the [general] medical practitioner". ^ In 1966, 
this expert comnuttee spoke ,of the value of involving the medical faculty in health care 
programmes for university students as a special way of teacKing preventive medicine to 
med ical*undergraduates . ^ j ' 

* * ^n^- 

By the end of ^Period III, .however, £he~*bheme of stressing PSM concepts in the education 
o^f physicians and other health personnel seems" to*have played itself aut in WHO strategies. 
.'In the Technical D-iscussions at the Twenty-third World Health Assembly in 1970, the teaching 
of preventive and ^ocial medicine, is not specified at all among the 13 Conclusions summa- 
rizing -the discussions. / One gets .the impression that the original focus on, preventive 
medicine was broadening into ah advocacy of education more generally oriented to local 
community^ problems. Thus the 'Joint Committee on Health Policy of WHO and UNIChF, in its 
1971 statement °on the ET programme, Hsts five priorities , \but PSM teaching is not -among 
f 'them. 17 Likewise, 'in the last programme, and budget statement* in Period HI, "seveji 
policies are* listed - including community-based education and training - but not preventive 
and social medicine as such. 1 -" The comprehensive Assembly resolution on the bT* programme 
(WHA24;59), adopted in 1971, called for implementation of many principles, but again PSM 
teaching, as .such, is not specified.^ * . ' 

In period IV (1973-r980), among 22 significant problems identified in Health Assembly 
interventions, . the nee'd for teaching preventive and 'social medicine is no longer included. 
In its' place* is the problem defined as the need for "community-oriented curricula-. * Con- 
/ ferences on PSM-related subjects were held such as the 1978 meeting in Pakistan on' teaching 
statistics to medical students, 20 - but preventive' wiedicine instruction had - evidently 
become absorbed into a broader concept of "relevance" in the overall training of .ajl health 
personnel'. • • 

Medical education on other salient problems ' ~ "** 

Aside from the einphasiS on PSM, WHO has identified and recommended over the years other 
subjects to strengthen medical education if physicians (and others) were tp be trained more 
relevancy to the real problems in society. * 

'/ This was illustrated by the subject chosen for review in 1*957 by the expert committee in 
the' ET* field: postgraduate instruction of public health personnel on the public health 
aspects,- of nuclear energy. '^fhe report of this meeting spoke of the responsibilities of' 
public health officials for radiation safety in hospitals, at workplaces and elsewhere - 
hence, ,the need for special courses on. thfis^T paobrems . 21 Two months, later the expert 
k committed dealt with' the instruction of undergraduate medical students in radiatiQn 
medicine. This was a period, as stated by the Director-General in opening the. second 
meeting, of "increasing world-wide interest in the widening applications of atomic 
energy"* 22 There was much d-iscussion everywhere^of * the possible hazards to populations 
^that might result* from, *f a 1 lout in . the atmosphere&*f*ollowi ng jnuclear bomb testing. (The 
nuclear tesTtran treaty barring such test explosions above the* ground was not concluded by the 
° United Kingdom, the iJSA^ and the USSR until 196.3.) This whole issue was prob-ably exagge- 
rated and -might have had relatively Uttle relevance to real problems in the developing 
worTd,,but a* least it ted to a fresh appreciation of the poss ible ^ hazards of ordinary 
diagnostic ' X-ray exposure., Responding to these problems, the expert committee recommended 
appropriate ins true t ion/ of both public health officials and medical students on the conse- 
quence's and methods of control, of harmful radiation.* v » ' 



• In an even more direct response to the issue of radiation hazards, WHO set up 'a special 
Expert Committee on Radiation, .which had its first njeeting in 1958. .Thi> Committee met 
almast annually for the-next several years. .At its. fifth meeting in' 1964 it discussed the 
training of rad iological. staff , stressing that these' personnel "should be conversaot 
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radiological protection, especially those aspects of it that concern the ^educ t ion of d.ose to 
the patient, as. well as those that relate to the protec tio/i of the operator and others near 
the , .c^d^rf ion source". ^3 .j^e ET programme gave no subsequent consideration to?. 'this 
special problem. x 

Anather salient problem, on which special educational efforts were recommended, was the 
broad 'one of*mental disorder, or the promotion of mental health. From its earliest years, 
WH0.H&4 maintained a programme in mental health; - the- Expert Committee oft Mental Health' held 
its first session i>n 1949. The meeting of this committee held in 1960 was devoted^ to the 
Undergraduate teaching of psychiatry and mental health promotion. ^ The special fcoeus of 
this- discussion was the training, not of specialists 4 in psychiatry, but of the majority of 
physicians - particularly general practitioners *-*,\who would see in* theiij practices many, 
patients with mental and emotional problems". Then, at its ^meetings in 1961 and 1963, the 
Expert^ Committee on Mental Health again discussed the educational aspects of this subject;. 
The 1961 meeting was devoted to postgraduate' education of both public *health officers and 
general practitioners on problems of mental illness and mental health. The 1963 meeting 

,a\$o discussed the education 0,f specialists ' in .various branches of medicine concerning the 
development of a psy.chosoma tic- approach in their worK-.^ m m 

, ' ^ i - : 4 • 

Specific problems related to mental ^al.th have also been the subject o£ WHO meetings or 
studies whicti/ inter aft ia , have* recommended training programmes. The subjects covered have 
included the prevention and treatment of dependence on alcohol and other drugs (the Subject 
of the meeting of. the Expert Committee on Mental Health in 1967 ') and human sexuality* 
Teaching health professionals about the latter subject was the focus' of k a research ^paper in 
1974 2 8 an( j 0 f a special, meeting in 1975. 2 ^ \ *" * 

Another problem o£ worldwide importance, for which "WHO recommended special education and 
training as recently as 1977 , in Perio^TlV^ wjfc the^ health needs of ^ adolescents . An expert^ 
committee report on this subject concluded that: 

* "Health personnel should be trained to collaborate more efficiently 'with workers °from 
other sect6rs such as education, the social services, and industry in meeting adolescent 
, he'alth needs". 30 ' * * » 

The rising problems in the 1970s of drug, abuse, unwanted pue^gnanc les , and venereal diseases 
among the adolescents of many countries obviously meant that "education on the health care of fc 
,th is *age*-group was distinctly relevant to the needs of populations of. those countries'. 
J ■ ' • 

A striking reflection of the recognition given'* to the objective of relevance throughout 
the Organization in Period IV was the subject of the 1975 meeting of the Expert Committee on 
Mental Health.. This meeting was devoted tp the organization of mental health services in 
developing countries. Apropos^of trainings/this report- concluded: 

. ' . ; ' * ' . 

"In the developing countries, trained mental health* profess lonals are very scarje indeed 

- often they number less than one per millvon of the population. Clearly, if basic 
, mental health, care is to be brought within reach* of the ma$s of the population, this will 

have to be done by nonspec ial ized h-ealjtf&workers - at all levels, from the primary health 

worker to the' nurse or doctor" - working in collaboration with"? and supported by, more 

specialized, personnel. This will "require changes in the roles and training of both 

general health workers* and mental health professionals".-* 1 

/ - . 

Thus, promoting health personnel training that is relevant** to special health problems 
that became prominent in certain periods 1 radiation hazards, mental disorders, drug _abuse, 
•or. tf)6 problems of adolescence - has contributed -to attaining an objective of re levancej/sL 
heaith manpower development^ * . s 

* \ * " * * 

Teacher training for, relevant learaing ' - . , 

7 4 c t 

In the discussion of WHO training ac"t i^i ties'. of tejitedf towards an objective of efficiency 
'(Chapter VLIlX, the global and regional" programmes designed to improve methods of health 
personnel education were rev iewecr. We^ have > seeT^ how , starting in the early 1960s, these 
efforts were directed initially towards ^developing more effective techniques -of medical* 
pedagogy, .and then hpw they evolved .around' 1*973-19 74 ° towards the development of curriculum 
\ * ■ '/ " » . * 



content and teaching methods more adapted to local needs - hence, more relevant to the, health 
needs of populations.. In therms of the problems identified by World Health Assembly inter- 
ventions in Period III, the need for training of teachers ranked 13th and Jin Period IV it 
ranked 6th . . ' 

In 1973 the WHO Collaborating Centre for Teacher Training at the University of* Illinois, 
in the USA, produced a* collection of papers on "this subject. /These papers emphasized the 
use* of educational approach (content* and methods) appropriate to the changing health 
problems, social needs, and economic issues in society. As stated in one paper of this 
£ollecti0n 

"In summary, it may be said that each country should build up its own made-to-measure 
health services, staffed by national health workers who are adequately trained to meet 
the health needs' of the community that they serve". 32 

Within the framework of the global, comprehensive WHO teacher training programme,**-* .by 
197^, eight, regional teacher training centres were in operation - at least one in every WHO 
region except Europe; also several such -centres had been established at the 'country level 
and "had started to train teachers in their national settings and languages".^ Few WHO 
programmes have been developed so comprehensively and so rapidly throughout the world (as 
explained more fully in Chapter VIII). Most of the important .concepts in the strategy of 
training teachers for relevance in medical education were summarized in a WHO publication 
appearing in 1978. ^5 

In 1979, a 10-year review of the WHO global teacher-training programme Was carfied out 
that involved ( s ite* vis its to regibnal and national trailing centres throughout the world. A 
major technique of the centres has been to t hold relatively short workshops for teachers 
"(predominantly ^rom medical schools); by 1978 more than 700 of these had been held, the 
gre'at majority in the last few years. The heaviest attendance at workshops was in the 

Region of the Americas, and the overall distribution of ^par tic ipants fron> 1972 to 19^8 was as 
follows: 

.Region Participants 

. Africa ' 323 

Americas ~ 12 454 « 

Eastern Mediterranean 1 289 

South-East Asia ' . 1 500 

Western Pacific 829 * 

Total 16 395' 

The evaluators^ drew several conclusions from their study, among which were 
these ; 

"The most significant achievement is undoubtedly the great number of teachers, parti-' 
cularly of medical schools, who have been Stimulated by the programme to examine alter- 
native educational processes ... Most importantly, there is now a much greater awareness 
•of not only the importance of training teachers in education but also of possibilities 
that exist to make sjuch training more relevant, more effective and ef f icient" . ^ 

Yet, in global perspective, the observers added: 

"There are still too many educat ional . programmes purporting to train health personnel 
which are irrelevant to community health needs, too many where the training is not 
focussed on adaptation to changing needs, and £00 manjr which use teaching processes which 
do not provide optimal conditions ^f or learning" . ^ „ w 

\ /L 

The ultimate test.of \tt\e value of the t-eacher-training programme, so effectively promoted 
by IWO over the last decade* will be the kind of health service provided by the graduates of 
the schools whose teachers have been. appropriately trained. Will the overall performance of 
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these physicians (and others) be more responsive to ( the actual health needs af the populatiAn 
than has been that of physicians educated previously ? Evaluation along su*ch *llnes will 
only be pbssible, of course, many years from now. * ' / , 



Community-oriented education of health personnel * 

All the health manpower development activities reflecting an objective of relevance that^ 
have been reviewed 1 in this chapter so far could also be considered as programmes to train 
community-oriented health personnel. Beyond these, ^however, there have been still other 
programmes, within countries and in WHO, specifically intended to prepare health personnel to 
meet the. overall needs of communities. The recognition of Jthis'^eneral issue 4 in the first 
years of WHO has been reviewed earlier in this chapter. 

Among, problems identified by the World Health Assembly interventions in Period III 
(1962-1972), the need for adaptation of curricula was seventh in rank; this adaptation 
ordinarily meant making the education of health personnel appropriate to community needs, 
-In' Period IV (L973-1980), the more specific problems of the need 'for community-oriented' 
curricula was tenth in rank, but along with it as ninth in rank was^ the need for adaptations 
of curricula. If these two types of problem were aggregated in the tabulation, they would 
rank third among the more than 2b problems identified., 9 

Advocacy of a community orientation in medical educat ion/ had been among the recommen- 
dations of the expert committee in the ET field reporting in 1953. This report stated:* 

"The medical school should assume its logical ' role of leadership in th<» community and. 
should cooperate actively with all those agencies concerned with the health* of the people 
.by demonstrating and teaching the* kind of medicine (including preventive) which deals 
with the individual's health and illness problems in the community setting". 38 - * 

It is worth noting that in 1953 also a WHO conference on nursing education expressed similar 
views, emphasizing "that nursing must be related to the local and national needs and that 
this requires nurses whose education is adapted to varied national circumstances". In 
1955 an Expert Committee, on Midwifery . Training put similar stress, on the adaptation of r 
educational programmes to^local needs and conditions. 

In the programme and budget statement for 1973 (submitted to the World Health Assembly. in 
1972), community-based education and training was one among seven policies. In GPW6, 
promulgated in 1976 (for 1978-1983), one. finds similarly that health manpower should be: 

- "pfoperly attuned to the health problems of the people and suitably trained to respond to 
health programme and service needs. Education for the heal th_ profess ions must take into 
account not only the'local health situation, ' but also the local factors that have given 
rise to this situation, as well as general educational, social and economic factors". 

* A ' I 

Finally, in the 1978 Declaration of Alma-Ata one reads that to' achieve the all-important goal 
of primary health care community-oriented personnel will obviously be v required; such care: 

"relies, at local and referral levels, on' health workers, including physicians, nurses, 
midwives / 'auxiliaries and community workers as applicable, as well as traditional prac- 
titioners as needed, suitably trained socially and technically to! work as a health team 
and to respond to the expressed health needs of the community'**.^ j 

4 4 *peci£ic strategy of WHO, with respect to community-oriented medical education, was to 
^streng'then general practice . The second report of the ET expert committee, quoted* above, 
concluded also that: • . • 

"Each country or region should have adequate^ medical education facilities to provide 
itself with high-quality general practitioners to serve its needs." ^ 

In the years after The £ec/nd World War, when WHO was born, there was a great expansion of 
specialization in medicine 'in many countries . ".The post-war extension of social insurance for 
medical* care .and the proliferation of hospita ls led to yast increases in the medical and 
surgical specialties. The result in severaj of~TtTe~~more developed countries was a decline 
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(both relative and 'absolute) * in /the availability of general' physicians for primary care. 
^Against thLS background , a call for strengthening general medical .practice, ii\ b#thy< under- 
graduate and continuing education, became part t of the movement tor' relevance in* manpower 
policy. • t 

In 1963, the meeting of the ET expert commi t tee ' was devoted td the training of the 
physician for family practice. The term 11 family practice" was essentially synonymous with 
general practice, connoting servic-e to patients in the community and outside a hospital. 
The committee recommended that all medical students should "receive s^ome of thejs training in 
the setting of family practice".^ 4 In 1961, the European Region 'of VHO held a large 
conference on the preparation of the physician for' .general practice, wjiich called fo'r many 
Changes in undergraduate medical education; the papers pres'ented at this meeting were 
published in 1963 . Ten ^ears later, in 1971, another European .conference was held on 
the role* of the primary physician in health services; a report of this meeting concluded: 

w 

"The complexities of modern meciical care systems and" of the pre*sent-day social environ- 
ment increase rather than* diminish the need for a personal physician to treat, rehabilit- 
ate, and care for the patients *Th|Js' means that the pr unary* practit loner of the future 

illed in the > d iagnos is* and treatment of 



must be* first and foremost, a ^good- phys ic/an s™ 

the common disease conditions of his community . "^ > ^ * ^ * 

» ** ■ 

This advocacy of strengthened training in general % ox family medical practice was heard 
mainly in the highly developed countries. In the lefes developed ones, there , were relatively 
few physic-ians formally trained » and accredited in specialties anyway, so that general prac- 
titioners, as such, were not usually perceived to be lacking any mo^re"^ than physicians as a 
whole. The gdal of relevant education for health personnel , in developing countries was 
defined alon^^roader lines. In 1963*, when the European Region was d iscuss ing ^the streng- 
thening, of general practice, the WHO Executive Board submitted its repor t v on * the organiza- 
tional study on medica'l education and training .to meet priority needs of the newly indepen- 
dent. and emerging countries. This study concluded: , 

«. 

~"ltv addition to profess ional ..personnel in medical and paramedical categories, there are 
required trailed 'auxiliary personnel in large numbers and in appropriate numerical 
relation to 4 the* professionals who will teach, lead_ and later supervise them ... These 
auxiliaries have a* place of "their own in the health team, are especially trained for it, 
and should nctt be the product of a lowe.r standard of^braining in the various professions 
to which they' be long". ^7 

Thus, although this study set out \o examine medical education and training in the developing 
countries j its final major emphasis was put on training auxiliary health personnel. 

In the EasteVrTMediterranean Region, a Conference on Medical Education was held in 1971, 
focusing on the needs in developing countries. Giving an overview of medital^ curricula in 
these countries, the opening speaker put t^e issue bluntly: 

"in the developing countries, where traditional methods of medical teaching have simpLy 
been copied regardless of local circumstances, the results - understandably - have been 
^Catastrophic". 48 > + 

' / 9 , , 

To make medical education in developing countries more relevant to the needs, it was proposed 
at that meeting that (l) the largest possible number of physicians be trained at the lowest 
possible cost? (2) graduates be motivated to practis-e as general physicians .working with 
paramedical personnel in* rural areas; (3) standards be maintained through continuing educa- 
tion; and (4) specialization be provided within undergraduate training, but only in .family 
medicine, paediatrics, general surgery, and general medicine. # *> 

\ T * 

In 1967, the Director-General o^ WHO spoke of the urgent need 'for a more relevant type bf 
.medical education ^n the developing countries. He said: ^ - - 



"cojjtyying^the medical schools in developed countries is a mistake." New curricula and new 
methods of training are" needed in the* developing countries^ designed for their special 
A needs ... We must define what the doctors are going tollo, what the nurses and* the other 
members of the health team ire* going to do, and they should be trained to take on,' under 
appropriate supervision, muc^i more responsibility than is usual y ir* the highly developed 
✓ countries" • * » 
4 * t 
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Ten years, la the current Director-General was still led by ^circumstances to, state;. 

"Education in*medical s-ehoo-ls, 1 suggest^ has to become relevant to present and fore- 
seeable - future community health hee&s, rather than ♦ sat is f ying professional interests 
v \ For fhis type, of education it is necess^y tha< the cdmmunity as a whole be used for 
\ learning and that the* hospital be considered as a .glace where a -certain stage of the 
o^sease process can be studied. v ^ 

• The same emphasis- on. relevance, in healjth manpower training progi^iruheb had been expre&se^ 
in the 1976 wc^ld Heal th Assembly resolution (WHA29.72), wtVich rei^jested ^he Direc tor-General ; 

"to study the extent: of'actton taken by governments in modifying tjieir health manpower 
m training progrannneKsnd to assist the Member^Sfcates in restructuring the curricula for 
all the members of tfeehealth team, especially for physicians at both undergr aduate^and 
postgraduate levels, to make them more^ relevant to the needs of^their societies. 11 51 

• The* issue of achi*eVing relevant^ education through - community-oriented forms of profes^ 

sj-onal training has been prominent also in nursing. In 1974, for example, an expert v 

committee urged that: " „ \. . * 

✓ "* • \w - 

* * >^ • * 

"Decisions should be/ taken to initiate and further develop community health nursing 

services that are responsive to the^ needs\<*f^ the community ... flurs mg t educat ionaL- 

programmes should be developed that make community health the ^central objective of basic 

* i and continuing preparation". 5 ^ 4 N - 9 

In -1977 , the Cbunc iT~o renter national Organizations of Medical Sciences (CIOMS) devote^ its 

• annual conference, in collaboration* with WHO, to exploring hotf medical education could be, 
made moVe relevant to the current and changing health needs of society.. J 

»Qne. specific; strategy for providing mecUcal, nursing, and other health* students^ with 
communityror ient.ed education deserves special mention*. training outride a 'teaching • 
hospital. Large general hospitals had been linked with medical schools sirice^ the „ Middle* 
Ages in Europe, and the specialized ward,- with numerous patients suffering from certain * 

• types of disease - had come to be "taken for granted as the appropriate setting for teaching 
about medicine and surgery, as well as nursing. The proposal, therefore, that some profes- 
sional education should be provided outside the hospital was a radical departure from weM- 
established policy. Certain innovative medical schools ^- like that at^ the University of* N 
Zagreb in Yugoslavia 7 had been (reaching students not wfty' outside the hospital but Sven in 

* the. homes of 'pat ients', ' since the. early 1950s. 54 In the early 1960s, WHO sponsored a study 
on the specific methods of Oeaching med'ical students in out-of-hospital sett ings , # such as in 
health centres and public health facilities. 5 ' 5 In 1967 , the ET expert committee concerned 
itself largely with the same general question. ' After stating Jhat "confining experience of 

% the student ! s medical practice to the teaching hospital , has* serious limitations' 0 ", the 
committee conclu4ed that health centres for ambulatory care were highly appropriate for 
community-oriented teaching. It said: 
«. * 

"The teaching health centre is stressed more than other institutions because if' is / 
probably the most effective device yet developed. It provides for a wide grange of 
student experience in comprehensive community care, "a balanced appreciation of the 
functions of v*ar ious^melnbers of the health team, and an epidemiological orientation to 
the community as a whole and* to "its "Constituent groups". 56 

Finally, in the late 1960s and early 1970s, the. several concepts of community-oriented 
education discussed above - emphasis on preventive and social medicine, effective methods of 
teaching, stress on general or family practice, use of out-of-hospital educational settings - 
evolved into a single concept of comprehensively and radically reformed medical education.* 
At several universities (Cali, Colombia; ^Lexington, Kentucky, USA), the time was reached, 
when the idea of a wholly new community-oriented form of medical school had itfatured* Thus, 
within a 5-year period '1965-1969, % there developed truly innovative types of medical schools 
at places as far apart as Brasilia (Brazil)', Ankara (turkey), Bangkok (Thailand), Yaounde* 
(United Republic of Cameroon), Hamilton (Ontario, Canada), and East Lansing (Michigan, ^ 
USA). There we-re, of course, many differences among these schools, but in all" of them a 
major goal was to train physicians and others to work in teams with various health per^nnel, 
i to *be sensitive to the problems of people in their total life setting, and to be oriented 

o - - • I '»*"« 



constantly^ to the health needs -of the community,. Jn the 1970s ,. add i Clonal schools for 
health personnel with a , similar "community approach developed - at Beersh^va (Israel),, at' 
Xochimilco (Mex\co), at Maastricht (Netherlands), at Tacloban (Philippines), and elsewhere. 

WHO s efforts pver the years have doubtless"" contributed to this movement and have 
naturally encouraged" it enthusiastically. In. 1978, reports on 44r of .these innovative 
educational programmes^ were assembled m widely distributed publication.-^ * -In 1980, case # 
stu^dies on another* 13 innovative programmes were published. 8 * In effect, the worldwide- 
cri-ticism of the non-relevance of so much medical a^d related eUucafc ion >had led by the 1970s 
to numer^fcrs corrective local responses. As summarized in the Sixth Report on the World 
Health Situation, published in 1980: % ■ , * 

• • * 

- * "For many, years 'the traditional methods of educating health workers were consistently 
criticized for failure to consider the" needs of soqiety'as a whole or of "individuals as* 
human beings requiring binder standing and care. This had led to a greate^r interest in 
ways and means of improving the, relevance of education to both national health needs .and 
, 9 job requirements,' as defined ii>'a well-designed health system".^ 

In order to lend ^ force* to these - innovative schools - each of which was^ypically a lone 
paoneer in its owrv national scene -> WHO sponsored a meeting in Jamaica in 1979, at which' 
there was formed a Network of dommuoity-or iented educational 'institutions for health 
sciences. This network would hopefully strengthen its , member institutions through an 
exchange of irfeas ani 'mutual support, axid » it could be helpful to "other insrt i tut ions 
endeavouring to introduce manpower development programmes with similar institutional 
objectives". 60 * » ' 
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— Chapter XI * 

' . INTEGRATION OBJECTIVE: HEALTH SERVICE NEEDS AND 

MANPOWER DEVELOPMENT 

A final objective that may be identified in the WhO programme of health manpower develop- 
ment (HMD) is to achieve integration both within the HMD process, among its main components 
(health manpower planning, production and management) aad between this pcocess and the health 
services development in Member 'States . This objective constitutes, in a sense, tfie culmi- 
nation of several other policy objectives reviewed in previous chapters. Before tracing the 
rise of the concept of integration as an objective, it will be helpful to consider briefly 
some highlights in the world history of health services and the development of education for 
health peVsonnel. * 

His tor ica 1^ background of health services and persorinel education 

The tasks of providing organized health * services to populations and of educating health 
personnel hate evolved historically along quite, separate paths. Only in recent years have 
pressures developed to make these converge. ^ 

provision of health services has been undertaken' historically by. a variety 
5|^social entities. In ancient Greece, the city-states appointed salaried doctors to give 
medical care to/sick freemen, while slaves were the responsibility of their masters. The 
armiesj of aactent Rome had arrangements for the treatment of soldiers who were wounded or 
sick. Ifr the Middle Ages thg Christian Church, with religious motivation, played a key role 
in the establishment of hospitals for the seriously sick and destitute.* 

As industrialization developed in nineteenth century Europe, workers and other gr'oups ot 
people organized the first societies for the collective economic support of sickness costs; 
later these insurance programmes came under governmental regulation, and their scope (both in 
population coverage- and in the range of services composed,) gradually broadened. Meanwhile, 
local ana thej9_ national governments undertook actions for ^environmental sanitation, for the 
control of communicable diseases, and v for other forms of prevention. Both the social 
insurance and the public health ideas spread in the twentieth century from Europe to other 
continents. In the great majority of countries of the world there eventua-lly arose a 
central ministry of health, with steadily, expanding responsibilities for both preventive and 
curative health services. Other governmental and private agencies also developed for the 
healthcare of certain populations or of people with certain diseases. ^ 

^\ 

The systematic training of personnel for the provision of health servicers evolved along a 
quite separate path. Education of physicians was the first formal effort, originating in 
Salerno, Italy, in the ninth century. Universities arose in most ot the main cities of 
Europe during the next several centuries, and many of . them included faculties of medicine'.-* 
Since the universities were an outgrowth of the 'European Renaissance, their initial role was 
the accumulation and transmission of classical (Greek and Roman) knowledge, and later the 
it ion ( through scientific study) of new knowledge. To play this role, they adopted a 
position of independence from the Church, the government, and other .important social 
entities* Even when universities came to be financed mainly or entirely from public funds, 
a strong tradition of autonomy persisted. 

Thus, the education of physicians by universities was regarded as v the • respons ib ility 
solejy of professors in the faculties of medicine. The numbers of candidates prepared and* 
the content of their instruction were decided exclusively by the faculty. Meanwhile the 
rise of capitalism and free trade created, an environment in which the trained physicians 
worked as .a liberal profession - free to practice their art and sell their services wherever 
and however tjkey chose. In some countries, after the fourteenth century, government licen- 
sure laws be^n to specify certain requirements for the practice of medicine, but it Was 
several more centuries before any public regulation affected the number of physicians trained 
or the content of their education. Autonomy of the universities and freedom of the medical 
market were the dominant conditions. 
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The zealous guarding of university autonomy had 'substantial justification. The early 
struggles of great scientists like Galileo, '0/ Copernicus against repression by the centres of 
power are well known. . Only -by freedom from external interference - Whether from the Church, 
the^goyernment, or elsewhere - could there be an uninhibited search Aor knowledge and truth. 
^The reality in universities has not always corresponded to this ideal, but academic freedom 
*fo* Scientists and scholars has still been a central peine iple,* in the 'development 'of insti- 
tutions of higher education. Unfortunately, this freedom has often isolated university 
' teachers in ivor*? towers, absorbed in research and detached from the problems of th^real 
world.. 

It was only in the early twentieth century that social pressures ' aroee to train 
physicians and other personnel to meet the nee.ds of populations." In fact, the first con" 
* . ception of needs was simply equated with market demands. Thus in 1923 there were an esti- 
mated 279 medical schools in the world; in 1953 there were over 500.* ' During these. 30 
years, more medical scnoois were established throughout the world than in all previous 
centuries. 4 » This clearly, reflected the perception of a much greater demand for physicians 
in-ttfese recent decades. - . 3 

The formal education of nurses developed in nineteenth centur.y England, not in univer- 
sities but in hospitals'- where the^needs for^ such personnel were felt. The need for othar 
types of< health personnel (laboratory technicians, physical therapists, record clerks, etc.) 
soon followed, with schooling for them being ' provided by divers types of institution. Then, 
there slowly emerged a recognition that a certain minimal number of physicians and allied 
health workers would be required to meet the health care demands, if nOt the needs of popu- 
lations. 

Since these two movements - organized heaLfch^services and health personnel training - 
evolved along quite separate paths, the administrative bodies concerned about .them were also 
typically separate. In governments, the~ principal authority concerned with the health 
.services was a ministry of health or some similar agencyj the principal authority concerned 
with universities* and other training institutions was a ministry ot education. Parallel 
dichotomies existed outside government, in various voluntary associations and interest 
groups. If the need or even the economic* demand for he^th services was to be appropriately 
satisfied, however, some coordination between these two sectors would clearly^be necessary. 
This was all the more essential as. interest mounted in society to meet human needs - many of 
which were hidden below the surface - as distinguished from overt economic demands. 

Recognition of the importance of coordination between health services and health manpower- 
development activities was expressed in countries in a variety of forms (to be discussed 
° later). The evolution of this is§ue in the course of the development of WHO may now be 
considered. * * ^ — 

• - * • - 

Rise of, the integration concept in WHO 

The concept of integrating health manpower and health^ services development was implicit 
in the strategies towards othex- objectives , reviewed in previous chapters. The c°all for 
• greater quantities of conventional types of health -personnel (Chapter IV) was obviously made 
in response to this demand to provide manpower for rendering needed services. Even the 
quality/ objective (Chapter^V) was presumably , intended to assure that the services rendered 
would be sound - according to different criteria. The objective of geographic coverage 
(Chapter VII) with appropriate health personnel was manifestly formulated in order to assure 
that -services would be physically ~ accessible to all the people. The planning of health 
manpower (Chapter IX) and educational programmes relevant to community needs (Chapter X) also 
obviously implied rational' responses to the true*nfe^ds of people for various health services. 
Probably 'more than any other objective, that <Af relevance has led directly to the concept of 
integration, -as an ultimate strategy for achieving it. Accordingly, an explicit objective 
of integration between health manpower and health service development constitutes a culmi- 
nation of strategies pursuant to many other goals. \^ ^ 

Some expression of the importance of coordination between health services and ^health 
manpower development, nevertheless, appeared in the early years of WHO. The Annual Report; 
of the Director-General for 1951 states that in WH0 ! s assistance to training schools there 
was a "growing tendency to consider the programmes of educational institutions as^part of a 
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complete plan I or improving" the health of a populat ion" . . * In this cbrinectfcon, "close contact 
between health* administrators' and* teaching ins trtu't ions* was. particularly encouraged" . 5 

In Period fl ( 1952-1961),* there was also ogcas »onal ^reference tq. the need for collabo- 
ration between training institutions and^health authorities. Jor example, at 'the Tenth 
World Health Assembly, inU957 , the delegate of Greece* said that^there should* be assurances 
that "training activities would be fully in accordance with the requirements of the Greek 
health services". 6 In the Direfctor-General/s Annual Report for 1961, apropos of the 
Region^of .the Americas, it was sai4 that: *' y 

"Member governments have been urged to strengthen . collaboration between their ministries 
of health and. of education, and to bring the,m 'into closer relation with university., 
authorities in order *to increase Jand improve the training of personnel for health 
services".' ^ < 

These were only isolated references to the -integration concept, however, not followed up-by 
any policy decisions or programme action. This, i*s perhaps not too surprising in the light 
of the general circumstances of Period II - with its cold war atmosphere, the long absence of 
voices from the socialist countries (where health manpower training was usually under health 
ministries), the proud autonomy of universities, and the general conservatism in many 

countries* • 1 

fi * 

J In Period III (1962-1972), the issue of coord in'ation between health manpower development 

and the health services of countries became more actively discussed. Among 23 main problems 
identified by study of the interventions at the World Health Assemblies, the need for coordi- 
nation between schools for health personnel and health administrations ranked 12th. In an 
assessment 'of UN ICEF/WHO-ass isted education and training programmes, submitted to an 
^Executive Board meeting in 1971, the first problem noted was the weak liaison between health 
arid educational authorities. 8 The identification of this as a problem was doubtless 
related to a recommendation of the UNICEF/WHO Joint Committee on Health Policy, at its 1969 
session, that the Reparation of educational and health authorities should disappear". 9 

The Third General Programme of Work, for the years 1962-1965 (actually prepared in I960) 
a.lso makes reference to an integration objective in the HMD programme/ It states that 
"since the professional and technical education of personnel is of fundamental importance to 
the strengthening of national health services^ these two objectives must be closely connected 
in the policy of the Organization".^ There was, how.ever, no programme designed to follow 
up this concept in this period, nor was the concept mentioned again in GPW4. 

In the Eastern Mediterranean Region, a significant meeting was held in 1963. It was 
attended by both medical educators and public health administrator*, who jointly discussed* 
the problems of medical education. 11 At the Nineteenth World Health Assembly, in 1966, 
the delegate of Turkey referred to experience in his country at Erzurum, where: 

"the teaching staff of the faculty of medicine and the doctors of the national health 
seryica work together in close cooperation, not only in the hospitals but also, in the 
rural health units of the region. This system will make it possible to train future 
doctors within the national health service and prepare thein for the responsibilities 
awaiting them in the^/ community". 12 

^^^^hen Turkey reported at a later World Health Assembly that a MedLcal Educat ion Xoord ina t ing 
Bcfard, composed of the deans of medical faculties, had been established within the framefw^r^k 
of the Ministry of Health and Social Assistance. 

At World Health Assemblies in 1967 and 1968, Colombia and Argentina spoke also of pro- 
gress "made in ^operation among their faculties of medicine, ministries of health, and social 
security, organizations - with the objective of adapting educational programmes to actual 
community needs. Rwanda gave a similar report in 1970, and in 1972 Israel spoke of its 
integrated project at Beersheva, where the dean of the medical school servedtalso as director 
of all organized health programmes in the province. For some years, representatives of "the 
socialist countries (where, in most cases, inst i tut ions ' for training' health personnel had 
long cQ^ne under^ the supervision of ministries of health) had also spoken at World Health 
Assemblies of the value of such integration of education and ser-vtces. 
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In 1966, the Third World Conference on Medical Education, sponsored by WHO, was devoted 
to the theme of medical education -'factor in .socioeconomic development. One conjept 
'emphasized at this conference was "the importance of considering medical education, not *s an* 
end in itself / but as a means for achieving the .improvement of community health" • ^ 'M - 
the Twenty-thir<J World Health Assembly in 1970, the Technical -Discuss ipns- were 'devoted to 
education for .the ^health professions. m Of the five main conclusions to these discus's ions, 
two were clearly on. the principle of integration between the development of health services m 
and of personnel. They called for:' 

"close cooperation between those responsible for health services to the public and those 
responsible for the training* of the necessary personnel ... land] 

continuous study of the interrelationships between the education and health services, and 
Of the effectiveness of, these services through systematic evaluat ion and operational >^ 
research, with a view to introduc ing, any changes that appear indicated". . 

A meeting in the African Region, reported in 1972, explored the^same issue. After 
referring to the importance .of planning health services, and of priorities defined by such 
planning, a speaker, from one of 'the African medical faculties, said: 4 ^ 

"These 'priorities should not only be priorities in terms of what is to be done at the ( 
service level, but there should be some priority as to who is to be traiaed and the . 
numbers of each-y category ... There is need for a carefully .worked out coordination and 
dialogue between* ministries of health, medical schools and professional associations" .y 

Thus, the concept of coordinating health manpower training with the requirements of a 
country's health services was recognized implicitly in the very first years of WHO and , 
somewhat more explicitly in Period II (1952-1961). During Period III (1962-1972), the issue . 
of coordination between health and education ministries was' actively discussed on many 
occasions. . Several countries reported specific strategies being pursued nat ionall^to 
promote cooperative planning and other working relationships developed between health admini- 
strators and medical faculties. The stage was set in WHO for/the understanding of the 
importance of a policy to promote the integration* of health services and health manpower 
development in- Period IV. Before examining this recent period, however, we may acquire | a 
greater perspect ive, on the integration of the education and the. health sectors by considering 
several coordinated activities actually taking place in countries. 

Coordinated health services and health manpower development activities in countries 

^Development of the concept of integration of health services and health manpower develop- 
ment arose >not only from the theoretical logic of the i<jea. Experience for some years 
around the world had demonstrated that cooperation between the two sectors could and should / 
be carried out on many levels. One may find examples of suc\ cooperation in .various 
countries with respect to activities on health manpower planning, production, and management 
( or use ) . 16 



1 Regarding health manpower planning, -ministries of health fn numerous countries have for 
some years made estimates of national requirements tor different types of personnel. This 
has been done in both developed and , developing countries, and the numerical estimates may 
have some very limited influence on the decisions of ministries of education, of planning, 
and of course of health (in so far as they may be training certain types of personnel them- 
selves). Practices* in Sweden are illustrative; that country's Ministry of Health and 
Social Affairs has a Permanent Committee for National Health Planning, which around 1970 
projected the need for physician*, up to the year 1990. *The Swedish Ministry ot Education 
accepted the recommendation as a basis, for its financial support of medical schools m the 
universities. 17 In Colombia during the 1960s the Ministry of Public Health, jointly with 
the Colombian Association of Medical School's, 'carried out an^ extensive nationwide study on 
health manpower and medical education. . This study not only compiled data on these twc* 
subjects, but it also included, a national survey of morbidity and the utilization, of health 
services by* the population. 18 The information from this research contributed to the 
subsequent planning of health manpower training by the universities, the hospitals, and other 
agencies. * 
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In many countries, there have been national health councils representing several 
ministries, which inter alia make recommendations on the output of physicians by the univer- 
sities. Such a council existed, for example, in Iran. Along with the Minister of. Health* 
it included high officials from the Ministry of Higher Education, the Ministry of Social 
Welfare, and other organizations. In Sri Lanka, a Planning Committee on Manpower and Educa- 
tion (in all fields) was set up in 1964; among other things it^ set goals for the future, 
production of physicians and nurses.^ The ultimate influence of these coordinating 
bodies has. not always been great, and sometimes nil. 

At the stage of health manjgpwer production, other forms of coordinated activity may be 
identified in countries. In Canada, for example, at the national level there is no ministry 
pf education, but equivalent agencies function in all ten provinces; these provincial* bodies 
provide the main financial support for the medical schools- Yet, Jthe Ministry of 'National 
Health and Welfare has given federal grants to the provinces for capital expansion of medical 
school f ac ilit ies . 2 ^ Another »way that health ministries subsidize medical and nursing 
schools is through their financial support of hospitals used for clinical teaching. This 
'pattern is found in countries everywhere, but is especially important in developing 
countries, where a large hospital in the national -capital typically involves majO v r ministry 
of health expenditures for service while, at the same time, providing an important setting 
for teaching purposes. * * r 

Also relevant to manpower production, throughout the world and especially in developing 
countries, ministries of health often conduc t . training programmes -themselves. The Public 
Health College for training auxiliary health workers at Gondar, Ethiopia (discussed in 
previous chapters) was operated not by educational authorities but by the Ministry of Health. 
In Peru there were 10 schools fpr tramitfg professional nurses in 1963 . Of these, 3 were 
operated directly by the Ministry of Health and the other 7 were based in hospitals; the 

.support for these tac il it ies was also derived in part from the health ministry. 2 * The 
general regulation of health manpower through official registration ls also frequently a 

♦responsibility of national ministries of health - in Japan, for example. 2 ^ 

Finally, with respect to the management or deployment of health manpower, just as health 
ministry hospitals serve teaching purposes, university-sponsored hospitals obviously g^-ve 
medical care to patients. Thus, ^.n Accra, there is a university-sponsored hospital which 
. serves patients from all of Ghana; moreover, the metiical school faculty members sometimes 
visit peripheral health care institutions under the health ministry, as consultants. 2 ^ A 
region administered by authorities which also managed the medical school, in and around 
Beersheva*, Israel, was noted *»above . Similar combined teaching and medical care areas have \ 
been administered in several Latin American countries for some years; these have been 
described as follows:' * 



! 



"The programme began in 1972 and has among its objectives the involvement of. medical 
schools with the health care delivery system] in adjoining areas, participation of 
clinical teachers in education and services at all levels of the system, curricular 
modifications to allow for clinical learning at^various levels of the system 'to be equal 
in rank, in terms of academic credits, to._ experience in the university hospital and 
development of a regionalized multi-level health care system in the chosen area, in 
agreement with health authorities".^ * . ^ 

The most thorough implementation of the integration ot health manpower development^ with 
the provision of health services is found* in most (though not all) ot the socialist 
countries. The mechanism was first worked out in the USSR, but 1 one may note that it did 'not 
take shape overnight. Following the revolution in 1917, all health services* were brought 
under the Ministry of piTf&tn, but the education of physicians remained in the universities 
under the ministry or Education. Aftter 20 years of experience w^th this dichotomy, the 
Government decided that ^he numbers and types of physician and allied personnel being 
produced were not entirely^ consistent wtth the health needs* of the population. Therefore, 
in 1937 the medical schools were withdrawn from the -univers it ies and reorganized under the 
Ministry of* Health *as medical institutes; corresponding responsibility was assumed by this 
ministry for training pharmacists and all types of mia*dlB-level medical personnel. 2 ^ This 
education/health services ^linkage tends *to» involve faculty members in extensive consultation 
with, and also quality surveillance of, the operations of the health' care system, * 
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This review of various sorts of integration between health services and manpower 'develop- % 
ment .(planning, production, and .management) , ,dbserva61e in countries throughout * the world** is 
obviously not comprehensive. It may be enough, however, to demonstrate tha^: Jihe concept of 
integration need not be regarded as a detached theory ,' but^has already started to be imgle- 
mented, at least occasionally, ip some countries. Identification of these selected 
instances of integration -should nat give an unreal istically rosier picture of the health 
services and manpower development proces.s than exists in. reality.. The , extent of inte.7 , 
gration, or often rather coordination, obviously varies with the special political and social 
circumstances in each- country. With this background of observations of national \' 
experiences,- we may now .'disouss the evolution of the integration objective in the Organi- 
zation's HMP programme during Period IV. * ^ 

Towards integration of health services and manpower development - Period IV 

" By the beginning of Period IV (1973-1980)", the value of coordinating the education and 
the health service sectors had become appreciated both by the WHO governing bodies and in 
Member States in consequence of their experience. Among the problems articulated through 
World Health Assembly " interventions, the need to integrate health services and health man- 
power development had risen to fifth in rank (from rank 12 in Period III). / 

' t 
* In GPW6 , for the period 1978-1983J, one' finds the most forthright declaration of the * 
ofrjeptive o£. integration between a country 1 s .health services and health manpower development 
policies and practices. Preparatory to 6PW6 , which was submitted x to and approved by the 
* Twenty-ninth- World Health Assembly in 1976, the. Director-General submitted an important 
overview of the entire HftD programme. In this document, among the major problems identified 
are:* „ • 

m 

"lack of integration, and sometimes even coordination, of the different elements of the 
health manpower development process (planning, 'production 1 management) even where a*l 
these elements exist; and ^ . . ♦ the fact that health manpower plans - if there are any - 
are not- taken into account * either quantitatively or qualitatively by the training insti- 
tutions, which often**do not belong to the same supervisory authority as the planning 

unit; and finally, lack . of coordination between the health manpower development 

process and other interested development sectors and agencies, primarily in general* 
education but also in social security,- labour, agriculture, etc. 'I 26 , 

Still other difficulties of non-coordination are recited in this hard-hitting document, such 



as ; 



"unsuitability of curricula,, methods and evaluation for the. training of health workers to 
meet community health needs and J^wpjrk in teams, educational programmes being 'primarily 
* directed towards medical and institutional/ curative care and largely irrelevant to the 
t;asks required outside 'institutional settings or in health promotion, preventive wofk and 
rehabilitation ... In the absence of collaboration " between those responsible for the 
training of health personnel, on the one* hand, and "for health care delivery, .on the 
other, educational programmes tend to develop in isolation from the constantly changing 
health care needs *.♦.". 27 ' , ' m ' \ 

With such a forthright elaboration of problems, 1 preparatory to GPW6, one finds an equally 
forthright declaration of the objective of integration in the final language of GPW6, adopted 
by the World Health Assembly in 1976. This important formulation of policy objectives for 
the years 1978-1983 states: - ^ 

"WHO should make sure that its programme for health manpower development fully supports 
the development of general, health services. This implies . adapting educational objec- 
tives to health needs." 28 x f , 

Then, in more specific elaboration o£ HMD objectives, GPW6 states .further thai; 

"The target will be the development of a permanent mechanism to en.slLre the integration of 
health manpower development within the framework of health seryices^pn the one hand, and 
of the educational services and . the more general framework of socio-economic development 
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on fch*e otfier hand . . . (WHO<) c will encourage better coordination of the efforts of health 
and education ministries ,^ and "more g£neralfy of all concerned with edu<hat N ion to'solvs 
\ health manpower problems . "29 . . 

v • . • ' • . 

Two years laterv^ at^the AlmaY-Ata Conference in 1978, , the recommendation was made that 

"governments *^ndei*take or Support reorientation and training for all levels of existing 

personnel 11 ana* that health workers "should be socially and technically trained and motivated 
to serve the c 4 gggmuni.t^ o ^ * - 

L^"^r^» * • 

In the WHO p^yaSrirapfbudjgeUf or .197^-1979-, prepared in'l976, one finds the first explicit 
statement of the o&Mfttjwe %f- integration in this long series of administrative documents; 

"To promote th^ integrat ion of t}£alth services and manpower development, including an 
essential, health manpower management' component, and with emphases on, developing 
countries" .31 % ' * t ^ . r ' { t 

Also in the medium-t£rm programme * f or health manpower development, approved by the Thirty- 
first World Health Assembly^ *in 1^978.,. the £irst Qf t^ree programme areas to* which WHO would 
direct its efforts is defined -as:^ » . , \ 

" Manpower planning and ;jfcg 3 a_ag|gjent to meet health service requirements (including the 
-promotion of mechanisms for in1^?grating health 'services ,and manpower development) ... n .-*2 

\ n ' 4 V J 

The mos.t important and e'Xplicit World Health Assembly resolution on this issue was 
adopted at the Twenty-nanth WorJd 'Health Assembly in 1976 (WHA29.72), when the Director- 
General'was requested: * s 

"to assist Member States in th& formulation of national health manpower policies that are 
responsive to health service ^requirements and consistent with ^policy in other sectors; 
(and) to intens-ify 6 efforts to. .develop the conce'pt 1 of integrated health services^ and 
manpower .development 'so as to promo te^^anpower systems that are responsive to health 
needs', "and to collaborate with Member States in introducing a permanent mechanism f6r the 
$ application of t,he concept and in adapting it to the requirements' of each individual 
country" .^3 # * t >• 

The WHO programme bud g^i^for « 19&0-1981 is^equally explicit in declaring that the HMD 
programme: * . ' '* • 

"has a basic philosophy: relevance of the whole health manpower medium-term programme 
process to the needs of the health services and, through them, to real health needs and 
demands of the total popula^i^n', . which are expressed in the concept of the integration of 
health service'^ and manpower development".^ ; 

<» „ . 

In the Sixth Report ^>n the, World Health Situati6n fqr 1973-1977, a" section on The health 
manpower system describes developments in various countries^ which fundamentally reflect 
accomplishments in the integration of health manpower with health" services . V iKfe report 
states: •«•.**.', * 

"A few countries' (e .g. , Hungary, Poland, o and the USSR) have completely integrated these 
two components of the health ^system into' a single and comprehensive system a| the top 
level-of government. In the^Amer icas , for example, 12 countries have established health 
manpower offices or „ units, wi&in their ministries of health, Among them, Colombia has 
established, in addition, interministerial coordinating commi t tee" . ^ 

* 

Other national coordinating mechanisms in Canada ,an(J . th£ Uni ted Kingdom are described. 
Demonstrations of integrated Health ^Services and Manpower ^Development (HSMD) are reported 
from Iran, Israel, and Sierra Leone. \ • 

Beyond ^these indications of developments in official WHO documentor, further reflections 
of the evolution of the integration may^ .be noted. , In yflk> an expert committee discussed 
theaplanning of medical education programmes- and , among its recommendations, stated: 
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rt The <types and extent of services to be provided should be used to' determine the health 
manpower policy, i.e. the definition of types and numbers of health personnel needed to 
deliver and evaluate the identified services, and the functional roles they would have to t 
. fill,". 3* , . 'fo'v- - . 

Lest any question remained on the implementation of such a policy, the Committee added: * 

"Decisions about present and future medical school policy should? be made on the basis of 
consultations with, and data supplied by, appropriate representatives oj the university, 
the medical school, the practising professions, the ministries of health,- education, 
.finance and planning Cor their equivalents), and the society to be served. This is best 
achieved by the formation at the outset of a planning committee composed of such repre- - 
■sentatives, and measures should also be taken to ensure continuing participation of these 
representatives throughout the life of a new school or an existing school. "36 

Still further refinements/ -of "these ^detailed recommerfdat ions were made in 1975 by the WHO 
Study Group on the Planning of Schools. of Medicine, j This group offered such- specific HSMD 
recommendations as these: \ / 

"It is recommended that educational objectives stiou.ld be formulated at an early tftage, 
and that these should be based upon the tasks to be performed by the students at the end 
of their training. These objectives should be expressed in behavioural terms - . 
attitudes, skills' and knowledge ... The administrative structure of the medical school or 
health sciences centre should be related^ to the institutional goals but flexibly enough 
to permit adjustments to meet the changing needs of society and advances in medical 
science and technology" . 37 - ^ 

» 

In maternal and child health, the expert committee that met in 1976 struck .the same note of 
integration, when it stated: 

"Health manpower development should be considered in relation to national "health plans 
and overall manpower policies, and should be responsive to health service require- 
ments." 38 ■ ♦ * ' , 

In 1976 and 1977, the WHO Chronicle reported extensively on the development of the HSMD 
concept. The November 1976 issue was devoted entirely to health manpower development; the 
first article presents an historical review of the enti/e HMD programme in WHO and how it had 
culminated in the li&MD concept. • It states that: 



"the conditions for a major breakthrough in solving the manpower problems of the 

developing world, and in finding new solutions in the developed countries also, are 

increasingly being fulfilled ... [but] this breakthrough has nbt yet been' achieved ... 

What is needed is an integrated approach to planning an* programming, followed by the 
consistent, patient, and tenacious implementation of national plans".*39 

The same theme of integration of medical educatipn with the guidirfg principles of a national 
.health policy permeated a meeting on "medical education in Latin America and the Caribbean" 
held in Venezuela in 1976 and reported in 1977.^° It was also embodied in a meeting of 
couneries of the African Region in 1978, where a representative of Mozambique spoke of the 
development of health personnel in accordance with "the type of health service capable of 
really serving the people". ^ - 

In 1978, theVEas^^ern Mediterranean Region of WHO held*a major conference of minister^ of 
health, minister^ of education, medical school deans, and* others;" this was devoted entirely 
to an exploration of methods' to achieve effective integration of health services and manpower 
4evelopment. The conference recommended that each, country should: 

% 

• '!Set -up -a coordinating mechanism to play, organize, and follow-through the functional 
integration of health* services and health manpower development and to take all the 
decisions needed,'^42 % , . 

To implement such a process, it was also recommended that participation should come not only 
from those concerned with heal th " services and with the training of allotypes of personnel, 
but* also from "those in other development sectors, and the people, who are the 'consumers' of 
health services".^ 2 ' • " * 
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Thus, a major ;f-eatur,e of/Period IV in the entire HMD programme was the culmination of all 
the objectives reviewed previously (particularly that, of relevance) into a broad yet highly 
practical .strategy of- /ntegra'ting the health services and health manpower development 
.policies and practices./ Several WHO meetings and documents advocated permanent mechanisms 
at the national level tb achieve this integration. Only by deliberate and concerted' efforts 
in countries and m WHpl.was progress made towards integrating these two historically separate 
but inherently interdependent activities. . . • 
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Chapter XII , 

« 

. EXPERIENCES IN» SELECTED COUNTRIES 

* . i / 

The previous chapters have examined health manpower policy development in WHO, and how it 
has been shaped by interactions with countries - analysed according to eight major policy 
objectives • In order to learn about the dynamics of health manpower development (HMD) as a 
whole in Memt^t States, with respect do the interplay of all objectives, field studies were 
made in six selected countries. ' ' 

* 

Selection of countries 

The countries studied were chosen because 'they are developing ones; they are located in 
Africa, Asia and Latin America: Barbados, Costa Rica, Ethiopia, Gabon, Indonesia, and 
Malaysia^ " 

The. choice of these countries resulted from a combination of factors involving: (1) 
identification of a number of countries ttat deviated significantly in their supplies of 
human health resources from* statistical incSices that would be M expected M on the basis of 
their GNP (gross national product) per capita ; ^t*2), the suggestions of WHO regional offices; 
and (3) the willingness of the country to participate in the study. 

s 

In so far as the HMD process is inevitably influenced b>^ a country's level of socio- 
economic development, it should be helpful to consider* the findings of these six country 
field studies in some logical relationship to fhis level. Accordingly, an estimation has 
been made of each country's level of development based upon three widely accepted indices: 
(a) GNP per capita , (b) rate of literacy, and (c) average life expectancy for males. In 
or^der to convert the GNP measurements into numbers expressible from 0 to 100, they have been 
converted into index numbers with the highest one (Gabon - $3776) represented by 100. Then 
an average has been calculated Including this index along with the percentage literacy rate 
and the figure (in years) for male life expectancy. This composite average is designated 
the P/L/E Index. 

Using the P/L/E index as an approxJmate measurement of the country's overall level c of 
development, the six countries studied have been ranked in Table 7. The use of this 
multifactor index may give a more reliable impression of a nation's general development than 
the use of per capita GNP or any other single measurement alone. Accounts of health 
manpower developments in each country will be presented in the ranking order shown in Table 7. 

For each country, we shall present the highlights of the information gathered according 
to the following topics: 

Background- : major social and political circumstances which could be expected to influence 
the country's health sector, in general, and its health manpower development, in particular; 

HMD process : noteworthy features of health manpower planning, production, and measurement; 


WHO relations : major, recognized impacts of WHO' on the national HMD process, the country's 
recognized impacts on WHO, ancl proposals for the future* 

\ • 

In conclusion, we shall offer some observations on any general inferences that may be drawn 
from the six country field studies. \ 
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Table 7 . \ Six selected countries by index of development, , baafed on GNP per capita , 
literacy, a*nd Tife expectancy (P/L/E index), from sources around ^978 ' 



Country 


GNP 

|/C1 v» J» u rt 


GNP 
index 
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# Male life 
*** Expectancy 


P/L/E 
index 
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Ethiopia 
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US$ 110_ 


2.9 
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Indonesia ^ 








—-47-^ 


39.1 


Malaysia 


US*, 930 


24.6 


60.0_^ 


^\ 65.4 


50.0 


% 

Gabon 


USf 3776. 


100.0 


T2.4 


41.9 


51.4 


Costa Rica 




32.8 > 


88.0 


61.9 


60.9 


^Hfrarbados 


US$' 1940. 


51.4 




62.7 


70.8 



Ethiopia 



A^ : 8hown :>, ^in* Table 7, this country in the north-eastern part of Africa is minimally 
develop, according to all three indicators used. Its population in 19'78 was^3.0_J)U.& 00D, 
the vast majority^ of whom are rural and engaged in agriculture. 

Background . Clearly- relevant to the current health sector in Ethiopia, and to the HMD 
process within it, was the social revolution in 1974^' \ After centuries 61 monarchistic^ule 
and essentially feudal conditions of life and land-ownership, -a.^assive famine irTT973 led to 
mutiny by the army, dethronement of the Emperor, and the establishment o.f a social is Lsjyrt:e. 
Extensive land reform was instituted, and centralized planning, (with some inputf from local 
communities) was started in many sectors, including health. ^ Ttje people % have been organized 
into Farmers 1 Associations 0 (FA) in the rural areas, and the Urban Dwellers 1 Associations 
(UDA)~in the 'urban areas, also known as. Kebeles- 

HMD ^process . The new revolutionary government has prepared relatively comprehe ns ivej ^ans 
for a regaonali^d^etworir^"oT^heaj y ^" facilities, "to be staffed by designated types .of 
personnel 
general b 
as follow3 



Precise plans_ior training of these personnel jiave not been finalized , but the 
luepriat, towards^ achievement o£^wlyj^£^ six levels 



V 

(lj-^tr^tlre^coramunity^ level, for each FA and each Kebele there is at least one community 
> health agent (CHA) and at least one "certified 11 traditional^ birth attendant; (TBA) . 

(2)^s£^hJM*ext higher level, for eacMft) 000 people there is to be a health station, staffed 
by three heai s fTra^fs^nts: r^^frently 1336 such health stations exisj_and, an additional 



200O. 



fanned^ for a total of 3336. 



e physician,: two 



(3) For each 50 000 population there is"to~b£ a -health centre, staffed by on^ 

or three nurses, one, sanitarian, one laboratory technician^ one -ptfarmacjT technician, 
three health assistants, plusxderidal and maintenance personnel. There are now 127 
sucfr-health centres, s^H^S0i of 327^ are currently' planned. 
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(4) The next level is intended to have* a 'medium-sized ^hospital staffed by 2* or 3 physicians 
plus allied health personnel. * , 

(5^~rtf"each of the 14 health regions in Ethiopia (plus the national capital, Addis Ababa) 
there is to be a" regional hospital with one physician fpr each of the major specialties 
(internal medicine, surgery, paediatrics, and o.bstetr ics-gynaecology^, with the necessary 
allied_pe r sonne 1. 

(6) In the national capital there is* already one major central hospital with a full range of 
medical and surgical specialists and other staff. - *" 

It is hoped 'that fhe above blueprint can be implemented during the years 1981-1990. 

Regarding health manpower production , the major past achievement in Ethiopia was the 
Public Health College at Gondar, discussed in previous chapters. During more than two 
decades during which this WHO-supported institution operated (1954-1975), a total of 1229 
auxiliary health workers were trained - about 60 per year. . The«e were distributed as 
follows: . 

^ ^.^^Health officers (4-year course) • ^ 432 

Community nurses (3-year course) • . 421 

Sanitarians (2^-year co'urse) * * * 376 

Currently only the training of sanitarians is continuing at Gondar. 

Since the 1974 revolution, the other training programmes have developed as follows: 

'Community health agents (CHA^- for the associations) - a 3-month course, predominantly on 
preventive measures. In each region there are to be 5-10 field training centres, each 
producing about 100 agents per year. Eventually at least one CHA is to serve each of the 23 
000 farmer^ associations and of the Kebeles. The same applies with TBAs. 

Health assistants (for the second-echelon health stations) - an 18-month course for these 
personnel, formerly known as dressers. Schools for this training' already exist and are 
based at ( hospital^; they have been expanded from 4 to 10 currently. There are now 4000 
health assistants, and 11 000 are to be available by 1990. 

Nurses - their training formerly required 3.5 years but is now being reduced to 2.5 years. 
There had been 7 nursing schools graduating about 40 nurses each per year (total of 280); in 
addition, there was the Gondar course for community" nurses. Now the conventional registered 
nur*se (RN) course will be unified with the Gondat-type community-oriented course in 4 larger 
schools training 100 nurses each (total of 400 per year). 

Laboratory technicians - an 18-month- course to train junior technicians, operated „at the 
Central Laboratory in Addis Ababa. After 3 years of laboratory experience, and 9 months of 
additional training, the* candidate becomes qualified as a senior technician. 

Sanitarians - a 1-year course, wliich continues to be given at the Gondar Public Health 
College. > 

Pharmacists - a univers ity' Curriculum that formerly required 4.5 yealrs and is now reduced to 
4 years. 

Pharmacy technicians - formerly trained in a hospital-based o 2-year course; now integrated 
with university training of pharmacists in a 2. 5-year course.- 

:. . . I / 

Phys icians - formerly a university programme of 7 years (2* years premedical and 5 years 
medical); from 1964 to 19/6, only 113 physicians had been graduated. The curriculum has 
now been reduced* to 5 years (1 year premedical and 4 years medical) with* the output expected 
to become 120 graduates per yea*r. Ttje new medical curriculum will attempt to integrate 
basic an<f cj/inical sciences, and to emphasize community health throughout all 5 years - 
including 12-weeks 1 field experience* Undergraduate medical training has also been started 
at the Gondar Qollege. * x ; ; 
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Postgraduate education of physicians in Ethiopia is just beginning. Continuing education is 
offered for upgrading dressers to become health assistants. 

Regarding health manpower management , '"a major problem is the, geographic maldistribution 
of physicians, and other health personnel. In the three A^fSt cities, with 6% ot the 
national population, there .are located 69% of the physicians 7; J 6* of the laboratory tech- 
nicians, 80% of the pharmacists, and 60% of the nurses. ' 

There is also inappropriate use of health personnel (e. administrat ive work being done 
-by sanitarians). State-e^gloyed special ists ' in medicine ^sometimes see private patients 
during official hours. Because salaries are low and working conditions poor, many alLied 
health personnel abandon health work after being trained. The health teams produced by the 
Gondar school, although a big step forward, functioned poorly. Supervision was weak and 
community participation lacking.. Some health of ficers eventually entered medical • schoo 1 , 
and the others became rural clinicians, doing little public health work. 

It is hoped that the new government programme will recapture the original Gondar public 
health* spirit, under the pyramidal health service structure of six levels, as described above. 

WHO* relations . The persons interviewed spoke favourably of the value ofc WHO fellowships, of 
the WHO collaboration in establishing the Gondar PubTTc Health College in 1954, and of the 
help in strengthening the medical school in 1964 and later. The Gondar school emphasized 
rural needs, a preventive orientation, and the health team concept - producing an initial 
(though small*) cadre of trained health personnel. 

t 

The major influence of WHO's HMD programme, however, has been regarded as conceptual, 
stressing the importance of health manpower planning and training, the value of teacher- 
training, and especially of the integration of health services and health manpower develop- 
ment. The Alma-Ata Conference in 1978 had, a distinct influence on Ethiopia's plan to train 
community health agents to provide primary health care at the village level. 

Further WHO collaboration is needed to stimulate improvements in the career structure of 
health personnel, to extend continuing education, and to strengthen personnel management 
(utilization); it is needed also for the training of health planners and for generally 
stimulating the output of greater numbers of a& types of health personnel. There is also a 
desire for further fellowships, consultants (particularly short-term), workshops (especially 
if fthey cap be held in Afcr ica) , ' aVd : the provision of medical equipment and vehicles. The 
• principal criticism of WHO work concerned bureaucracy in the administration of fellowships 
and consultancies. 

The'main impression derived from the field study of Ethiopia is the strong erapiwreis beiM 
given to planning and to the development of an organized and expanded national health system! 
A crucial aspect of this planning is accelerated training of several types of health person- 
nel to work in teams to cover the entire population. .Improved geographic /coverage is 
evidently expected to result from the output ot greater numbers of physicians, health, 
assistants, community health workers, and others. 



Indonesia 



s 



This large nation of some 13 bOO islands in South-East Asia - the most heavily populated 
being Java - has a population of more than 143 000 000, as of 1978. It is mainly agricul- 
tural, but has resources also in crude oil, minerals,, rubber, and other products. 

Background . Independence after two 'centuries of colonial rule was achieved by Indonesia in 
1949, following Japanese occupation and four years of liberation struggle. The socio- 
economic situation of this developing, non-aligned nation, favours private market enterprise. 

- HMD Process . Plans for a national health centres' programme were started in Indonesia .about 
1969-1970. Norms were established for physicians another health personnel to staff these 
ifacilities in relation to the populations to be ser ^^ In the Ministry of Health there is 
a Planning Bureau and a Centre for Education and Training of Health Personnel. A third body 




1 
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concerned with medical and dental education is the Consortium of Health Sciences, which was 
established' by the Government, under the Directorate-General of Higher Education, within the 
Ministry of Education and Culture; it is made up of the deans of medicin^ and * dent istry 
ai/ied by a futl-time secretariat. 

Peripheral health units in the provinces submit estimates of their ^needs to the Ministry, 
of Health, where the Planning Bureau compiles figures on nationwide requirements. In recent 
years, however, the number of physicians trained have, in .fact, been greater than the 
government health system could absorb, although the output of nurses has been reduced^ during 
the last three years due to the reorga'nizat ion of the nursing - and midwifery educational 
system. However, even with the decreased number of graduates, there are not enough posts at 
present to absorb all the graduates. 

Inability of the government health services to absorb personnel is due partly to a policy 
requiring financial support of health services from the provinces as well as from the 
Ministry of Health. Provincial governments, in turn, receive grants from the Ministry of 
the Interior, but this money must support numerous local services. Furthermore, as stated 
buy the field investigators, 4 the unplanned but critically important private sector are largely 
.responsible for the major problems of the Indonesian health system. This s-ector is composed 
in part of purely private medical practitioners, pharmacists, and othefrs * who engage in 
private practice, but principally of government health personnel doine/ remunerat ive work in 
their free time; the lat ter is al lowed becau se of f ic ial , salaries^ #re admittedly low - a 
vicious circle, in a ~sens*e, in that the low*salary scale is accepted because it may be 
^supplemented b,y private earnings. To cope with "these problems, a special Manpower Pl'anning 
and Development Group has recently been set up in the Ministry of Health; it is exploring 
ways' to achieve closer relationships with the Ministry of Education. 

/ . . - ' . . "\ 

With regard to health manpower product ion , the training__of physicians, dentists, and 

pharmacists is done principally in univar- sities, which are supervised by the Ministry of 

Education. Other allied health personnel are produced by the Centre for Education and 

Training in the Ministry of Health. This centre operates schools for training nurses and 

allied health workers. - v 

.There are 25 schools of medicine, of which 13 are governmental and 12 are private. The 
public medical schools graduate 1300 physicians per year, and the private ones only about 
200. There are mixed sponsorships also in other university-level graining institutions: in 
dentistry, 6 public schools and 2 private ones with an aggregate output of 240 dentists a 
year; in pharmacy, a combined total of 6 schools graduating 210 pharmacists a year. 

Training in the public prbfessional schools is largely . government-financed, but there are 
annual "entrance fees that* must be paid privately. ^In all professional schools, moreover, 
students must purchase textbooks and also bear the living costs of any fiel^l studies required. 

- J . . .\ * 

The curriculum in all the medical schools is designed on the classical * European model, 

requiring* 7 years of b^sic science and clinical* studies. At the same time, faculties are 

Attempting to respond to a national^ call for community<-or iented' medical graduates. The 

Consortium^ of Health Sc iemces is pressing for a balance between the clinical sciences and a 

community orientation, but this 'seems to be difficult to achieve. 

Community "medicine is taught, mainly in connexion with the delivery of primary health care 
at the local level. The teaching is impaired, however, by the weak links between this level 
and the next higtier levels of intermediate care (health centres and small hospitals) and 
specialized care ^larger hospitals). Medical faculties a're responsible to the Ministry of 
Education, awhile health facility personnel come under the Ministry of Health; this adds to 
the problems. " « - t> « 

In government-owned schools, of which there are 103, the education of nurses and allied 
personnel is fully gov e rnment-subsidized. • ^ 

There .are 98 privately-owned schools, which receive partial aid from the government; of 
these , 65 are schools of , nursing. In addition, there are 15 nursing schools operated and 
owned by the military. There are many applicants, particularly in nursing, but the output 
is lilot adequate to meet the numbers requested by* the health services, both community and 
hospital. The present* basic educational programmes in nursing are of two types, both of 
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which are three years in length* The "health nurse' 1 programme takes in graduates of the 
junior high school (9 years,) atjd the Academy of Nursing programme admits graduates of senior 
High school (12 years). The University of Indonesia plans to start a generic baccalaureate 
programme in nursiog in 1982. Since 1975 , the 24 different, types of nursing and midwifery 
training programmes have been reduced to the two types mentioned. 
* • 

The training of auxiliary nursing and midwifery manpower has been discontinued, except in 
Irian Jaya. The modifications in nursing education aim at preparing all nursing manpower to 
be able to carry out specif ic * tasks in community health work as well as in hospitals. This 
goal includes the retraining of graduates of the old programmes to provide them with compe- 
tencies equivalent to that of the graduates of the new programmes. 

Regarding health manpower management , as noted above; the number of government posts is 
not sufficient to absorb the approximately 1500 medical graduates each year. The Ministry 
of Health budget has been providing for only about 800 new positions annually; since a 
period of public service is required (usually 3-5 years) before 'medical licensure,, the 
balance of 500 medical graduates have to wait- until an official post opens up. The national 
network of health centres, noted earlier, is supposed to provide the necessary posts even- 
, tually, but they do not as yet. Perhaps it is encouraging that 50% of physicians posted in 
the currently established 'health centres want to stay on - although an important reason is 
the opportunity they rind for private practice (and even other forms of private, business) m 
the same community. In any event, many more health centres are needed to achieve 'population 
coverage for health services. A number of the graduates are also employed by other 
ministries. 

The community health promoters., replacing assistant nurses since 1978, have not yet been 
trained in significant numbers-, this twining is done in health centres. In rural 
districts there 3 is a great need for continuing education which has not yet been met. The 
problem most frequently reported un health manpower management is the strong attraction of 
private practice to government physicians, both in cities' and rural areas; this means that 
after official working hours," medical service is rarely available at the health centres. 

WHO relations. The major impacts of .WHO on the HMD process in Indonesia, according to 
national observers, has been in policy formulation. The decision in 1978 to train community 
health- promoters was essentially an outcome * of the Alma Ata Conference. WHO -has also 
collaborated with Indonesia in the strengthening of its medical * schools , m conveying an 
appreciation of. teacher-training, in various workshops on selected subjects, and m provision 
of teaching equipment and materials. Respondents in the country field study were not aware 
of any special impact of Indonesia on WHO policy formulation. 

WHO fellowships are especially popular, even thtfugh they entail several problems. 
English language requirements are often a barrier (particularly for nurses). f The candidate 
hesitates to learn the language without knowing whether he or she will be chosen for a 
fellowship; yet a knowledge of the English, language, is required for the initial appli- 
cation. There are- also complaints abou* lengthy bureaucratic procedures, 4 inadequate 
stipends/ and the unsuitability of some of the training to Indonesian ^ needs . It is 
interesting to note that most fellowships are wanted for study within Indonesia. 

* Workshops have been appreciated when they have been short and on appropriate subjects 

(which is not always the case). Training programmes on Aealth service management >* are 
particularly desired. WHO, it was stated, should also help Indonesia in obtaining assis- 
tance from UNIC&F,* the Woftrld Bank, and other international agencies. ? 



Over the years, Indonesia has, indeed, been able to train greatly increased supplies pf 
health personnel. Physician resources have been increased so that the ratio of physicians 

• to population improved from 1 : 66,000 in'1952 to 1 ; 14,900 in 1976. Likewise the nurse 
supply improved over the same period, from a ratio of '1 : 12 800 to one of 1 : 5400. Yet, 
as noted there are serious disparities between the production of physicians and nurses and 
their utilization ji the public services. The major, difficulty seems to be inadequate 

'financing of the public sector of health cat^e, side-by-side with, a large and flourishing 
..private sector. Private' earnings by physicians aggravate inequities in several ways. Not 

* only do privajte services go only to the minority of people who can afford to pay for them, 
j but the opportunity for private earnings reduces pressure on the government, in a sense, to 

>\ too * 
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pay higher salaries for work in government health services. Even/ teaching in medical 
schools is impaired by the fact thatcthe interest and attention of most of the teachers are 
diverted by their private practice. TheS"6 'problems are evidently well recognized by 
personnel in the Indonesian Ministry of HeafBTf. 

Malaysia # 

This mainly peninsular nation in South-east Asia .has a population of about l& 000 000. 
^Wh\i.e largely agricultural, it has substantial resources" in tin and rubber. ~ * 

Background . In 1957 , Malaya became iridependent from colonial rule , and later was combined 
with North Borneo (Sabah) and Sarawak to become Malaysia in 1963.. In 1965, the islandstate 
of Singapore broke away as .a separate nation. f 

% ' . . . *. 

HMD process A Even before national independence and the format iojvof Malaysia, general 

socioeconom id planning, including health planning had begun in this*country . As part* of the. 

Rural Health! Services Scheme, started in 1953, a programme for training auxiliary nurses, 

sanitariaVis , and midwives was planned and implemented to staff the rural health facilities. 

In the Ministry of Health, as in all the mifniJ5.tr ies, there has been a Planning Committee, 

^ designing five-year plans* Formal ,f ive-year planning had started :in Malaya in the^ 19J)0s 

(while* still a British colony), and the first Malaysian five-year plan began in 1966. The 

• counjtry is now into its fourth five-year plan (1981-1985), so that the concept of health 
manpower planning -has become fully accepted.' » 

. The initial goals of the rural health programme called for one physician, stationed at a 
main health centre, to serve a population . of 50 000. The surrounding sub-health centres, 
each serving 10 000 people, woutti be staffed by" various auxiliary personnel, and the most 
peripheral units - midwife clinics - were to- be staffed by assistant midwives. As more 
personnel were trained (see below), the standards of service and staffing were raised. Both 
types of health centre ^are now to be staffed by physicians*. and others, and the peripheral 
units (formerly midwife clinics) have been broadened in scope by training the assistant 
midwives and other auxiliaries to provide general primary care. . v This conversion of^th^ 
Rural Health Services Scheme from a three-tier* to a two-tier system took place in 1973. 
Each health centre staffed by a physician is now expected to serve a smaller population of 

15 000 to 20, 000. - * ' . 

$ - * - . 

In the fourth five-year plan (1981-1985), no further acceleration off health manpower 
output is planned, since the network of health facilities - except in Eastern Malaysia (Sabah 
and Sarawak) - is not expanding rapidly enough to absorb all the personnel being trained. 
Many personnel, especially physicians, are therefore being lost to the private sectdt*. The 
major health manpower emphasis of the fourtb five-year plan is on continuing education and 
management training!' It is also planned to accelerate the geographic covera ge j af_ Eastern 
Malaysia, by the use of mobile 4 health teams with community Health aides. ^ More attention 
will be paid also to the potential use of traditional healerS in all* three major Malaysian 
ethnic groups.- the Malay bomofrsi, the Indian Ayurvedic physicians, and , tine Chinese tradi- 
tional medical practitioners. About 50% of the population of Eastern Malaysia remains still 
to be covered, although in Western Malaysia only 3-5% of the people do not have access to 
^primary care. • * > . 

r • . ; 

To coordinate manpower training with the development of personnel in all sectors of 
Malaysia, the p rime Ministers Office has* recently set up a Manpower Development Btfardk 
Inter alia , this feoard is expected to coordinate the production of physicians and other 
professional health personnel by the universities, under the Ministry of Education, with the 
health setvi-ce requirements of the Ministry of Health. When the, output* ot the medical 
schools reaches 450 physicians per ye'ar, it is expected^ that the. personnel Ipsses to private 
practice will have%peaked and the needs of the public sector will be met. 

• ' •' ■• ' ' ' '\ 

Regarding health manpower production , the training of rural auxiliary health workprs 

• since 1§53 has already been mentioned. S°ince the restructur irig of the rural health pro- 
gramme in 1973, Malaysia has had the special task of broadening the capabilities of the 
trained assistant midwives to include general primary health care, and also ot training new 
auxiliaries for this wider role. Each of these primary, healtty care workers is . supposed to, 
serve about 2000 people* k 
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Since 1966 other allied health personnel have been trained at the Public ^Health Institute 
in Kuala Lurapux, the national capital.* This school, under the Ministry -of Health, trains, 
- public health inspectors (sanitarians), public health 'nurses / and health education officers - 
turning out about 120 of these personnel per V$ar. yese are all postbasic ^courses. Basic 
'nursing, for example, is taught irf^ 3-year curriculuit at 8 hospital-based schools, all under J 
the Ministry of Health. A>so under the wing of qhe Ministry is the renowned Malaysian / 
Institute of Medical Research, functioning since 1905; the IMR trains laboratory technolo-^ 
gists and has recently expanded its activities to produce 120 medical technicians and 120 ^ * 
laboratory assistants per year. The draining of .all allied health personnel by institutions 
under the Ministry of Health, is quite appropriately suited to the needs of the Ministries 
health services* it is planned and monitored by the Training and' Manpower Division of the 
Ministry. . ' * 

With respect • to the preparation of physicians, which comes under the'**TltnTstry^of v Educa- 
tion, adaptation of the output to the requirements of the health services has not yet b]een 
achieved. There are now * two university medical schools. Together/ both schools now 
graduate 190 physicians per year„ and additional Malaysian students go to medical school 
abroad (Singapore, Australia, and elsewhere) - returning to Malaysia along with other foreign 
medical graduates. A* third medical schooL will be opened at the university in Penang in 
1981, and soon after this it is expected '.that about 500 physicians per year will enter the 
health sector in Malaysia. This number is larger than the retirements of the public J>idf 
of the Malaysian health system Ibut, as noted above, it is needed to compensate for ttve steady 
losses of physicians into private medical practice. The law requires that all physi-cians 
licensed in Malaysia since about 1970 mUst work for 3 years in the Government services, and 
those whose education was Government-sponsored (about 75%) for an additional A years. After 
these periods are over, however, most of these physicians go into private practice, which is 
much more lucrative. * * t 

The .m\di^|^school curriculum, in Malaysia Is 7 re la t ive ly conventional, with 1 year of 
premedical \*Pic sciences, *2 years' of pnecl inlqal 1 sc ience (anatomy, physiology, etc.), and 3 
years of cUhical work. There is "a 1 imited » degree of teaching that integrates the pre- 
clinical and clinical disciplines. At the University of 4 Malaya, community medicine is 
taught in each of the last 4 years; it consists of epidemiology, bios tatist ics , behavioural 
science, nutrition, maternal and child hfealth, demography, and medical sociology. A period 
of several' weeks is spent on a field placement i,n a rural health centre,, where a research 
project is- also carried out. It. is .expected' that a similar progamme of community medicine 
will 'soon be introduced at the National -University Medical School. * 

Postgraduate medical education is offered at the University of Malaya, but it' is not well 
developed for general practitioners, who constitute tiie great majority of private physicians. 
' -Specialists are almost all in government, posts', since (as in the British Commonwealth 
generally! they are mainly hospital-based and almost all hospitals are public. In 1975, the 
... University of Malaya started a postgraduate public health programme leading to ' the MPH 
degree. The plan is-to train enough district medical officers capable of administering all 
services in their districts, . including the hospital's; 1 at present, their administrative 
i duties are limited to the preventive services. • , ■ 3 

• * 

Regarding health manpower management ,, the >t acting of rural health centres and peripheral 
clinics has made substantial progress in -the last de'Cade^ At almost all health centres - 
both the main centres and the former sub-health centres - there are now a^ physician, a 
dentist, a hospital assistant (the Malaysian term 'for a multipurpose^ health Auxiliary who 
treats common ailments), a drug dispenser, and. a laboratory assistants .These" personnel, — 
provide ruedical ^are. Fo^' prevent ive work „$:here are' a health sister (graduate nurse), .a 
midwife, assistant nurses, a public .health ' inspector .(sanitarian), overseers (assistant . 
sani?arians), and,, labourers . the midwife clinics, as noted, are being; tnroadened to become-, 
general primary healih care units; the training of community health aides is also being 
considered to foster * greater; community participation in the management and use of these 
clinics. 

The major problem in health manpower utilization, as already suggested, is fche loss of so 
many physicians to/private practice after 'their official obligations have been met. This 
internal brain drain is more serious than the external brain drain to the United Kingdom, 
made possible by the British recognition of Malaysian medical degrees. As the cities become 
saturated with private, medical practitioners, some of these leave to settle m small rural 

i • f • . ' 
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towns and villages. While ttris^ has its 'value, of course, the fact remains th%t only a 
nority of rural people can afford^t^pay for private medical care. Yet about 50% o'f all 
Malaysian physicians are now^pp^ering 1 private general practice^—, Accepting this reality, tfte 
University of Malaya Me&i&§<£^ School is establishing *%rr academic Department of General 
Practice. At the Same time,. the expectatipns of the people for improved specfialty services 
in the smaller district hospitals ^are Vising. 

i 

WHO relations. Malaysian health leaders speak very positively of the collaboration with 
WHO* In the Rural Health Services Scheme - the nation's major, health activity for extending 
coverage to the entire population - WHO consultation was involved^ from the beginning in 
1953. Every few years, further cooperation was solicited and offered, and Jun 1968 a major 
15-year' review of the programme was carried out by WHO. ■ This review found substantial 
progress in rural health services and advised continued WHO cooperation, with certain admini- 
strative changes - such as a broadened scope of functions at the. midwife* clinics *and J a 
mandatory period of service for Malaysian medical graduates in order to get"* posted to the 
sub-health centres. During 1969-4971, further studies were made by the Malaysian Ministry 
of Health, in cooperation with WHO, leading to the implementation of these and other changes. 
By 1980, in the modified two^tier framework of the rural health system, facilities had 
expanded to 324 health centres and '1393 community clinics.^ -.Not all of these were fully 
staffed with the requisite personnel, but progress towards this goal was being made rapidly. 

/.WHO fellowships were also assessed very affirmatively, and*' were considered particularly 
valuable for advanced training of medical school teachers. During' the course of interviews, 
it was stated that*with the task of building up 3 medical schools", long-term- WHO consultants 
would 'be valuable. Additional workshops for continuing education were also recommended^. 
Collaboration on health services research was also advocated, particularly *to help solve 
problems in % the management of the health system. None of the persons interviewed dould 
comment on any impacts of Malaysia ^on WHO. ' 

All j.n all, Malaysia appears to be a country making rapid progress in the development of 
health manpower responsive to" the requirements of its health services. Health manpower 
planning has long been accepted and' is actively pursued. Manpower production is proceeding 
systematically for both professional and auxiliary health personnel. The most vexed prob- 
lems relate to manpower utilization, 'part icularly because of the substantial and continued 
departure of physic iarvs from the, public to the private ^sector . "The bulk of this internal 
--bra-^i drain is into general practice in the cities; urj>an family incomes seem to be suffi- 
ciently high to provide a fairly large ^market for these practitioners, so that the inequities 
caused by this urban private sector 1 are probably no£ great. 'in the rural areas, traditional 
medicine is still a major resource of health care (especially for low-income families), but 
the medical and auxiliary staffing of* the network of facilities in the Rural Health Services 
Scheme is steadily becqming strengthened. * Full population coverage with primary health care 
is expected to' be attained in Western Malaysia by a1>out 1985. Improvements are also being 
achieved in the staffing of district jiqsp'itals providing second*ary care. In the less 
developed areas of Eastern Malaysia, progress is slower and" full population coverage will 
doubtless take longer. _ f d ' ' * 

* • Gabon* * 

• . ' " _ ' 

As shown in Table 7, Gabon, with a population of only '534 6O0 inhabitants, according to 
the 1977 estimate, has'by far the highest GNP per capita of any oN the six countries studded 
but is rather low according to ^the two other criteria of development. This paradoxical 
situation is explained by the recent discovery of large reserles of crude oil in the country. 



4 



Background . Up to 1959 Gabon ^was part, of French Equatorial Africa. independence was 
achieved in 1960, and its political regime has'ysince beeh one of the^most stable in Africa* 
targe^foreigri investments were , made after the' discovery of oil aroutid 1970. Ttte Government 
is ori,ertted, towards private enterprise in most fields. 9 * t 

' v - • ' • v . '\ , \ * 

HMD process . Health planning began in 1965 with the publication of the "Plari quin3e*cenna 1" 
(1966-1980) for health services development. Thien, the .Ministry of Economic Development and 
Planning established three-year plans^ in collaboration with the Ministry of Health. 
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For health manpower product ion , . the principal resource in Gabon is the Ecoie. nationale ^e 
SantS et diction social* (ENSAS) . This major centre for training health personoelVwas 
established in 1962, soon after national independence. With only '31 teachers, however, 
ENSAS is still staffed below the level necessary to meet the demand for its graduates. It 
is under? the supervision of the Ministry of Health,, 

In 1974, the Centre univers itaire des Sciences de Sante\ (CUSS) was 'founded under the 
Ministry, pf Education;* it offers a 7-year curriculum for training physicians, and its 
'nitial ciass was due to graduate in 198L. The school was supposed to have been modelled 
after the multiprofessional 'University Centre for Health Sciences at Yaounde, (United 
Republic of Cameroon), with the objective of training personnel to meet local health 
realities. It is not clear, however, if its training programme will permit it to reach its. 
objective; "the medical curriculum was based largely on the advice of foreign- consultants, 
with a rather conventional programme; 4 years of theoretical studies followed by 3 ye«fi^af 
practical work. The teachers are mainly expatriates. It is expected that courses* wUl- 
so6n be developed ■ for nurse-anaesthetists, midwives, and laboratfry technicians - to permit 
• team teaching. . * * 

* Regarding health manpower management , there -are Current ly 206 physicians in Gabon, almost 
all* located in^the capital^ Libreville. Of these,...! 3 5* are employed, in the public sector 
(although engaged .also in .some private practice) and 71 are entirely in the private sector. 
Similarly, there are 35 pharmacists,' of whom 13 are entirely private. Of the IS. dentists; 
10 are in public employment and 8 are wholly in private practice. The nurses and other 
allied personnel who, have" been trained at ENSAS are bound Co work for 10 years m the 
Government service: 4 

Large industries in Gabon are required by the Government to provide general health care 
(i.e., more' than occupational health services) for their employees and tyeir families. 
Companies do this either by engaging their own medical staff or by sending their people to ^ 
private medical offices. Recently there has also been developed a social security scheme, 
./which is expected to provide general Wdical care to government employees and other groups 
through its own medical staff. 

Major problems in the governmental health services of ' Gabon relate to a weak 
^ organizational structure for supervision. There is also no continuing education. On the 
other hand, with the comparative wealth of this country, physicians and other professionals 
are attracted from elsewhere, and there is little if any out-migration. There are internal 
losses from Vhe public sector -of health care to the private sector, however; even though 
governmentansalaries^are relatively high, ^arntngs in the private sector are even higher. 

WHO, relations . Over the last' 30 years, these, relations can be described in three phases. 
in the decade 1950-1960, Gabon was still a colony. No health peraon,ne4- were trained 
.locally. ^M£decins Africains" (the equivalent of medical assistants) were prepared in Dakar 
/ (Senegal). -^rses were trained** in .Brazzaville and Ayos - cities also outside the 
tertjXffr^V'^ln this period WHO played no direct role. 

THe years 1960-1970 were the first decade o£ national independence. With support from 
WHO fellowships, a few of Gabon 1 s young people studied medicine in Quebec or France*; some 
remained abroad. The Plan quinquennal for the development of health services was 
established in collaboration with WHO and permitted initial programming of the needs and of 
training programmes for health personnel. Then WHO" consultants aldvised on the development of 
training programmes for nurses and midwives at ENSAS. 5 f 

i 

'The decade 1970-1980* brought the discovery of oil and other minerals, launching the 
so-called "economic miracle" of Gabon. The CUSS was started, the ENSAS was expanded, and 
programmes were developed in maternal and child health care, communicable disease control and 
other health fields. Problems of coordination between CUSS and ENSAS, and "be tweeny both of 
these training programmes a*nd the country's health service needs have still to worked 
out. The WHO emphasis on promoting , primary health care, however, is accepted in principle, 
and Gabon looks to WHO for collaboration in solving the many problems in its health system. 

Gabon, in summary, presents a picture of *a country which still has to face up to its 
sudden wealth. With major foreign investment, its great .natural resources have been rapidly 
exploited, but the country has yet to develop $n infrastructure of educational and health 
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services *to bring corresponding benefits Co its people* As an independent nation, Gabon is 

still young, but with proper planning, a s t rong.*poli t ical commitment to its espoused goals, 
and hard work, its future in health and many otper sectors could be among the brightest in 
> Africa. T 

.. , - \ ' 

> Costa Rica ♦ 

¥ • * 

» This small Central American republic of 2 100 000 population (1978), bee^ame^ independent 
in 1821. It is predominantly agricultural - coffee and bananas being its major exports - 
but, unlike its neighbours, is composed mainly of small family-size' farms rather ^than large 
plantations. 

Background ., Since a civil war in (in 1948-1949), Costa Rica has had democratically elected 
governments and political stability. It is one of the few nations in the world that has 
only a domestic police force, and no' standing mili tary \s tabl ishment . In-^he health sector, 
like most Latin American countries, it launched a social secur/ty programme providing medical 
care to employed' workers and their families; this was in 194^. In 1975, all hospitals were 
brought under the social security programme, while all preventive services and^ other func- 
tions were kept'tmder the Ministry of Health. Some 95% of the population is entitled to 
publicly ^financed medical care. Nevertheless, the overall health system remains fragmented, 
with services provided By^^ (1) the Ministry of Health, (2) the social security programme 
(CCSS), (3) a national water ^and sewage-disposal organization, (4) a private medical care 
sector, and (5) several semi-autonomous kistitutes dealing with alcoholism, malnutrition, 
industrial injury insurance, and o^her problems. Currently the largest number of health 
personnel are in the social security programme (20 000), with another 3000 in the Ministry of 
Health, and 5200 in other organized entities "^for a total of 28 200. 

HMD process. Largely because of the f ragmen t a t^OTK^of health responsibilities just noted, 
health planning in Costa Rica has not been comprehensive^. In* the Ministry of Health there 
is a health planning unit which relates to an overall NatTdival Office of Planning; *this unit 
»has done planning, however, only for the programmes of the Ministry itself. Within this 
limitation, sophisticated planning methods were developed in theofy^but it was no* possible 
to apply them (see ChapteT IX on the planning objective and the difficulties with the PAHO- 
CENDES methodology). 

i \ 
With the major reorganization of health activities effected in 1975 ( all^ treatment 
facilities and services assigned to the CCSS and all prevention services to the Ministry of 
Health) pressures developed for a stronger anci broadened scope of health planning. Many, of, 
the, older hospitals that had transferred from the Ministry to the CCSS required upgrading,^ 
and costs rose sharply. There were ' also signs of an over-produoti'on of physicians (^ee 
below). To cope with these problems, in 1979 the President established a National Health 
Council, representing all the major health entities as well as the University, for the 
purpose of coordinating the divers /health programmes. >e ' 

* * m 

In the late 1960s, the Ministry of Health planning unit had put forward a rather tradi- 
tional plan for gradual extension of the Ministry's services during the decade 1970-1980. 
In the early 1970s, however, certain events occurred *which. led to a sweeping revision of this 
plan in 1974., The new plan called B for tot*al population coverage with health services by 
1980. The events leading to this much more ambitious health plan may be briefly summarized. 

First there was the "San Ramon Experience". In 1950, a young physician had been posted 
for his rural social service to the town of San Ramon. He left in 1952 but returned in 1954 
as director of the local hospital. From this position, he had the authority ^o stimulate 
the organization of several local -health stations in nearby villages; these stations were 
staffed with health auxiliaries who had received very brief gaining at the hospital. 
Between 1955 -and 1970 10 of/these stains had been established., The auxiliaries also, made 
home visits to give Vaccinations and advise on sanitation. The innovative San Ramon physi- 
cian then submitted a proposal to the Ministry of Health for an extension *of his idea 
throughout Costa Rica; the response was an agreement in theory but no financial support. 
He approached the CCSS, with similar negative results. ^ Then he managed to get his' proposal 
submitted directly to the Congress, and money was Jinaily provided to the Ministry of Health 
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for extension~of the San Ramon idea. Help was obtained also from UNICEF^ By 1978, the 
country" was blanketed with 307 primary health" care posts. Opposition to the whole concept, 
which had come initially 'from the medical profession and pharmaceutical companies, changed 
rapidjy, and particularly physicians and nurses supported the programme from its inception in 
1974/^ 



Beyond these events leading to, extension of primary health care throughout Costa Rica, a 
substantial contribution to health planning was made by the integration of the CCSS and 
Ministry of Health programmes in 1975. The combined network of hospitals included »17 
facilities, along with the ambulatory treatment clinics. These resources were estimated to 
be making physician's c#re accessible to 95% of the population (87%- being employed persons 
and their families, plus 8% indigents). __The remaining 5% of people are selfemployejl 
families using the private health sector. . ~ - 

With aH these developments ' one can appreciate why around 1974 the health planning goal 
for the decade w*s changed to the attainment of total coverage of the Costa Rican population 
by health services by 1980. This success story should not, however, obscure the fact that 
♦many problems remain. The administrative structure of the Ministry o#-4Jealth, with its 
preventive services, divides Costa Rica into 5 r£gions , while the social security treatment 
programme has 7 regions. More important, there is still inadequate coordination between the 
Ministry's preventively oriented health centres and the CCSS ambulatory treatment clinics,. 
The new National Health Cpuncil is expected to tackle these problems. If it succeeds* such 
coordination should contribute also to rffore effective health manpower planning. The urgent 
need for this planning is manifest when considering Costa Rica's many activities for the 
trartung of health personnel. • • K 

Health manpower production in Costa Rica has been a robust process, but lacking in 
central or coordinated planning. A medical schopl Sias established at the University of 
Costa Rica in 1959 with 150-180' new students each yeaf. In 1976, therefore, a second 
medical school was organized urfder purely private' auspices ; the faculty is composed entirely 
of private medical practitioners. The first class is expected to be graduated from .this 
school in 1981, with 50-60* new physicians. In addition to the output of these two medical 
echooJLs, another 30 - 50 Costa Rican students attend medical schools abroad and then return 
home. 'in 1981, between 5 230 and 290 additional physicians will enter the health scene jn__ 
Costa Rica - a number much greater thafi the system can absprb. 

Postgnetfu*a*te medical work in Costa Rica is offered as residencies in the CCSS hospitals. 
Occasional continuing education sessions are sponsored by the Costa Rican Medical Association 
at the expense of drug companies. ^ r % 

A school of nursing has been func^ioni-ng in Costa Rica since 1917 and, after several 
changes, the hospital-based '3-year nursing course was reinstated in 1971. 

There v is a shortage of professional nurses in Costa Ri'ca - a total of only 762, half of 
the number of- physicians. To compensate for this s.hotfage, a much larger supply of nursing 
auxiliaries has been trained directly by the Ministry of Health since 1954. A 9-month 
course for these auxiliaries was offered by" the* Ministry each year, until it was terminated 
fornack of funds in 1979. In 1972, however, a siftkTar course for nursing auxiliaries was 
started. by the CCSS. Unlike practices in other countries, candidates for this training must 
he secondary school graduates. -At first these auxiliaries were prepared essentially for 
hospital work, but in 1976 an additional month of training in rural health was added, and 
these women now serve also in rural posts. Al toge^er , there are about 2760 nursing 
•auxiliaries. Although their salaries and social status "are relatively low, they are 
obviously an important personnel-resource. f t 

' 4 Z 

Several"" other types of .health personnel are trained by the Ministry of Health. Sanitary 
inspectors are trained in a 9-month ^ course. Laboratory* technicians and nutritionists 
(perhaps dietitians would be more accurate) are also produced. The latter sjiaff some 600 
centres for education and nutrition of malnourished children in the 1-6-year age group % 
* * • • 

Since 1974, health assistants onr>Che San Ramon model have been trained by the Ministry of 
Health to provide primary care at rural posts. Ttffise are all secondary-school* graduates* 
but 'the course requires only 4-months. To draw the attent*pn of local people to the rurJl 
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posts, health aides or responsables -are also trained" in a 4-day period. . In 19,67, limited 

training was started for traditional b irth ^ attendants (TBAs) ; after 500 had been trained 

this effort ftas stopped. TBA-attended childbirths are now down to 12% of *he tytalr. ' 

Reg-arding health manpower management in Costa Rica, reference has already been made to 
the imminent (or already presentT surplus of physicians. Because of. the saturation of the 
'cities; many of the young physicians sent' for social service to a rural' post decide to stay* 
on* This, of course, helps achieve amore balanced geographic distribution of physicians, 
although there is naturally greater concentration in San Jose, the national capital. . For 
example, there are now (in 1980) 25 paediatricians outside the capital: there'were only 5" m 
1975^- 

Because of the very broad population coverage by the CCSS and Ministry *of Health pro-' 
grammes, there is only a rather small marke^left in Costa Rica for private medical practice. 
.This is in striking contrast to some other countries visited in thLS study. Few physicians 
-are exclusively in private practice, although about half of the CCSS physicians spend some 
time in such practice. Within the CCSS facilities, there is a relative surplus of specia- 
lists (some having done postgraduate study abroad), so that many of them are doing work nrore^ 
appropriate fro general practitioners. Because s% many CCSS physicians are hospital^ 
oriented, when they are stationed in ambulatory care clinics their work seldom has a proper 
community orientation. Als"o, clinic nurses sometimes work, as* secretaries under exceptional 

circumstances. •* 
i 

When the CCSS and Ministry of Health programmes were in|egrated in 1975, 'steps were taken 
to make the salary scales equivalent. Uniformity has nol yet been ^achieved, however, and 
I personnel in the Ministry facilities are still at a disadvantage., Public health physicians 
are particularly poprly paid, so that jthey often abandon/ this work. Sanitarians are also 
poorly paid in the government service, and many of them l/ave for pr ivate„ jobs . 

In ^the health centres of the Ministry of Health, t^ere is. talk about "teams", but per- 
sonnel relationships are often said to be pjoor. Relationships between professional nurses 
and nursing auxiliaries are frequently strained*. The latter would prefer to work' under 
physicians, although this may basically reflect the lack of preparation of "nurses in the 
* skills of supervision and teamwork. , 1 * 

WHO relations . Reference has already been made to WHO collaboration with J Costa Rica in the 

field of health planning, which Was not very successful. * In the field^jof nurse training, 
' advice .givetu by WHO led to upgrading the entrance requirements and to extending the length of 
-The curriculum; in the light ^of the eventual shortage ^rrf* professional nurses, tills advice* 

may not havej&een the best. On the other hand, the vejry 'useful programme for training. 

nursing auxiliaries^ started in 1954, *was also launched -with the* advice of WHO consultants. 
_^In the early days of the University medical school, WHO was, r likewise helpful. 

, Probably the major impact pf W^O on Cdsta Rican health manpower policy came through a 
1972 meeting in Santiago, Chil^e,^ .which catalysed the ohange in the Ministry of Health .goal 
for 1980 towards an emphasis *6n primary - health care though the use of . brief ly trained 
auxiliaries (krfown in t'his country as'the **San*Ramon model"). Advisers from WHO worked side 
by side with staff from the Ministry of Health in the planning and development of the rural 
health programme and later o.f the community health programme. , Later, at the 1978 'Conference 
of Alma Ata, Costa Rican Leaders' were inspired by ttie goal of "health fpr all" through 
primary care* . * A • , 

■ • ' > - ■ . ■ ' y-^ 

Good use has been made of -WHO fellowships, although there are many criticisms of the 
* lengthy administrative processes involved in arranging them. Some tf the overseas training 
^provided, its* was said, has been inappropriate to^ Costa Rica',s needs. A preference was 
expressed for bringing expert consultants* to Costa kica». In fact, of all WHO money spent 
for Costa Rica* in recent years, 75% has heen on consultants, only 21% on fellowships, and 4% 
on equipment. - ^ ' " 

^ • . 

, _ . . No one* interviewed in this, country was aware of how Costa Rica may have influenced <WH'0« 
For the future, it was thought that WHO should hold mo^ workshops in the field t of health 
service management* WHO has been helpful sometimes in impressing upon the Government the 
basic «j.mport ante of the health sector** More*of *tbis type o'f influence Is wanted. % 
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Costa Rica, in summary, is a small but relatively prosperous Latin American country with 
remarkable -political stability since its civil 'war ended in 1949. Its democratic parlia- 
mentary structure, the absence of military forces, and its pattern ot widely distributed land 
ownership impart to the A cour\try a strong orientation to social welfare. 

j 

Since about 1970, the gradual extension of a network of rural posts, where health 
auxiliaries prov^^primary health care, has been impressive. Combined .with the coord ina- * 
tion in 1975* o^ the Ministry of Health and social security programmes , . this has led to 
coverage of virtually the entire population with health services. ^ 

Nevertheless* the* pluralistic" structure of the health system leaves several problems 
unresolved. *In spite of the formal coordination between the Ministry of Health and the 
social security programme, there is still a wasteful dichotomy in the delivery of pVeventive 
and curative services. With respect > to ^health manpower, planning has been inadequate, wj.th 
littl'e relationship between estimates of need ancU the numbers and types of manpower produced. 
There are evident surpluses of some types of personnel (e.g., physicians! ht relation to the 
health system's requ irements , and shortages of other types (e.g., nurses). The University 
has been staunchly autonomous and unresponsive to objective health manpower needs. 

While important health indices (e .g» , r infant mortality and communicable disease rates) 
have showtr great progress, the need is now felt for more attention to geriatrics and chronic 
disorders. Much more careful planning of health manpower is wanted, with adaptation -of 
manpower production to the needs of the health services. On the training of health 
auxiliaries, nurses, and other personnel, there are calls for more perceptive evaluation. 

* Barbados 

* K ^ * 

This small attractive island in the Caribbean f hlk an estimated 1980 population of 
260 000. Althjough its ma*jor economic, base for many^ years was sugar production, in recent 
times its principal infiome has been derived from tourism. " • 

Background After more than 300 years of colonial rule, independence was granted in 1966. 
As shown in Table 7, there is a remarkably high rate of literacy (nearly 100%), and a long 
life expectancy, which accounts largely for Barbados having the highest index of development 
among the six countries studi&d. In 1976, the Barbados Labour Party was elected to power, 
replacing a party which had ruled during the country's first ten years of independence. 
Among other things,- the Labour Party pledged to introduce actional health ^service, for 
which the planning has .played a central role in health affairs. w 



HMD process . After independerice, health planning in the Ministry of Health was conducted 
through a Planning and Priorities Committee, chaire£j3>£ the Minister; some of this 
Committee's ideas were utilized in Car ^^j|ftk regional planning through the Caribbean 
Community-Secretariat" (CARIC0M) . In 1978,^^3 jor change occurred in the general health 
planning process, and in health manpower planning in particular. In the Ministry of Health 
a Project Design and Implementation Unit (PDIU) was organized to undertake the planning of 
tfie national health service which the Barbados Labour Party had pledged in its manifesto to 
bring about. Prior to tke establishment of the PDIU, health planning ,in the Ministry had 
been essentially pragmatic and short-term, intended to respond to the needs of the Ministry, 
including the principal hospitals on the island, a number of health centres, a nda 11 preven- 
tive services. However, the private sector, wjiich provided most of the prfmary care - 
including services from private general practitioners and pharmacies - maintained* a somewhat 
distant relationship with the public health sector. A stronger linkage is now forged 
between the public and private sectors through the implementation of the national health 



t service. 



health plannuig for the national health service (NHS) thus requires the consideration of 
all Barbadian resources, public and private. While secondary and tertiary care were quite 
well organized, primary care in Barbados was very fragmented; it was given not only by 
general practitioners for, private fees, but also at the Casualty Department of the large 
Queen Elizabeth Hospital (without charge), at government health centres (prevention only), 
and in other ways. The NHS plan tentatively adopted caljs for coverage of the island with 
array of primary care teams made -up of a physician, two nurses, arvi a clerk) -to be 



an 



9>V 



133 

| 

developed at the sites of general practices, health centres, and newly constructed poly- 
clinics. Every resident would be entitled to obtain integrated primary healtVi care from one 
of these teams. Staffing the teams, however, would require some increase in the supply* of 
general practitioners and additional training for community nurses. 

Regarding health manpower production , Barbados physicians have been trained mainly at the 
University of the West Indies (UWI), with its principal medical school Campus in Kingston, 
Jamaica. • This-^school ha^ essentially emulated the British model, requiring 6 years since 
1978 (before them 5.5 yeaifs). The first year offers preclinical sciences, the next 3 years 

< are for clinical/studies, and the last 2 years are for clinical ' internship in a hospital. 
, The internship years may be taken in Barbados (at 6t|e Queen Elizabeth Hosp'ital),* and every 
year 20 or 30 of^rtre 100 entering medical students do so; these include 8-10 Barbadians. 
Most of these students have scholarships, and the Government of Barbados may require service 

• from them in the public system (if there are positions to be filled), on the basis of one 
year of service fof each year of scholarship support. 

i 

The Department of Preventive and Social Medicine at UWI is quite strong, and offers^ 
instruction in each of the first 4 years (in Jamaica). The third and fourth include field 
visits to public health facilities and a period of work in a Jamaican village. e Postgraduate 
residencies for specialty training are-offered at the public hospitals in Jamaica, Barbados, 
or Trinidad. Limited continuing education for all physicians in Barbados is offered by the 
UWI in three half-day symposia each year. * 

• - ; » 1 

Since 1927 nurses have been trained in Barbados at a hospital-based school, under the 
supervision of the Ministry of Health, which operates the hospital. Evidently more nurses 
were trained' than could be employed by either the hospitals (including one private facility 
and several district hospitals for long-term patients) or the public health programme, 
because some are unemployed or underemployed. There is no tuition, and five applications 
are ; received for every place in the nursing school. This is no doubt related to the large 
number of secondary school graduates (virtually 100% of the young men and women). 

In 1978, a decision was made to transfer the nursing school from the hospital setting to 
the new Barbados Community College, under the Ministry of Education, but this matter has .not 
, yet been finalized* This college also trains laboratory technicians and>other allied health 
-personnel. Since 1975, public health inspectors have been trained in the Ministry of Health 
through a 2-year course 4 at the Barbados Community College. 

«. ' ' v - . 

Nursing ass istants . have been trained at the Queen "Elizabeth Hospital (a 1-year course) 

since 1970; about 41} per year had been turned out, but this has now been reduced to 20. 

Postbasic nursing qualifications may be earned in midwifery and in psychiatric nursing. 

* * ' * 

Regarding health manpower management and utilization, the problems of fragmented delivery 

of: primary care and the misuse o£ the hospital -casual ty department were noted above. As a 

small island, Barbados has 'no significant problem of physician maldistribution; almost all 

points can be * reached by road within a half-hour. Primary care, as noted, is provided 

mainly by private general .practitioners, but some of them also work part-time „t he , 

Ministry of Health, staffing district clinics for the indigent." Another problem of mfsuse 

pertains to the engagement in part-time private practice of most of the salaried hospital 

.specialists; a substantial share of patients seen in these private offices (including a few 

multi-specialty gr£up practices) have ailments ^.that are mor» appropriate for a general 

practitioner. (This was te ful , tendency would be corrected by the NHS plans, if they are 

implemented.), 

"? ' ' ■ ' - 

The salaries 'of full-time public health physicians are relatively low, and several of 
these posts are filled by expatriates. Nursing salaries were formerly low, but have now 
been raised. The time of public health nurses, it is reported, has often not been fully 
utilized. 

k 

WHO relations . In general, Barbadian health personnel^ speak favoQrably of WHO. Fellow- 
ships have been considered very helpful, "in spite of complaints about bureaucratic proce- 
dures. Workshops, consultants, and publicatipns were, on the whole, assessed posib-ively. 
For their conceptual content, World fiealth Assembly resolutions are always studied by the 
decision-makers in the Ministry of Health, although Barbados does not always send a delegate 
to the Health Assembly. ^eetings of the Pan American Health Organizat ion (WHO -R pp i r>n^r"K" 




ERIC 133 



Office for the Americas) Directing 




iV, however/^ are attended re 



The crucial 



polit ica> ><iecis ion to launch a national health ser-vice in barbados - "stressing primary care 
fiy^BTreTal practitioners and ^iliuie ef f ixie*vt— sy<tem of drug distribution - was influenced by 
observations in Ufeted Kingdom, rather than 'by WHCf. — 

The proposal to transfer nursing education from the hospital (under the Ministry of 
•Health) to the^ Community College (under the Ministry of Education) was made on ^ the advice of 
PAHO* This seems contrary to the policy advocated by WHO, and the change may lead to lesser 
integration between health manpower development and health service needs. (One must recall, 
however, that even with the nursing , school under the Ministry of Health, the output was not 
perfectly adjusted to the,service requirements.) 4 

For the future, Barbados would like collaboration with WHO in ^training personnel for the 
management ol the new NHS. In general, the NHS plans have sharpened the recognition of a 
need for more sophisticated and continuous manpower planning in Barbados. " } The private 
general practitioners need continuing education in preventive medicine if they are to be 
entrustedv»with immunizations and with maternal and child health work (now done separately in 
the Ministry's health centres).* Training in geriatric nursing is also needed if the 
district hospitals for *long-term care are to be improved. These illustrate subjects, it was 
stated, on which Barbados wpuld have wanted workshop training. 

In Spite of its long colonial status' ami— only recent independence, Barbados i| a small, 
moderately developed and highly literate island country. Tne election of tt\e Labour Party 
to power in 1976 led to ambitioas plans for a national health service that would start with 
the reorganization of primary care to be available to everyone. Secondary and tertiary care 
are already wel'l provided at one major hospital. The* NHS goal has stimulated much more 
serious* health manpower planning than in the past, and it is expected that manpower produc- 
tion - particularly at the postgraduate level - will be capable of meeting the requirements 
of the NHS system in the near future. 



Comment 



This completes a summary of the field observations in six developing countries, of 
diverse social, economic, and political character, with respect to their policies and prac- 
tices in health manpower ^development - against the background of (heir total health systems 
and with respect to their relationships with WHO. Various inferences may be drawn about the 
nature of the whole HMD process, in relation to the sociopolitical characteristics of 
countries, but this will be done in the concluding chapter. 
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* ' r Chapter XIII 

* • J 
WORLD TRENDS IN HEALTH MANPOWER • | 

Previous' chapters have attempted to characterize health manpower development in countries 
over the last; 30 years, and* the interactions of WHO and its Member States which influence WHO 
health manpower policies. WHO, in turn, has promoted over these decades a changing blend of - 
health manpower policy objectives. What has been the net outcome of all, these activities? 

• m c . . 

World movement for health advancement * 

One must never lose sight of the dependence of health manpower policies* and programmes on 
overall national health policy developments ki c6untries. As discussed throughout this 
study, since the end of the Second World War there have been in most countries enormous 
-changes in the structure and functioning of national health systems. The economic support 
for health services has become increas ingly collectivized - , whether through the mechanism of 
public taxation, social security, or voluntary insurance. Patterns of health care delivery 
have , become increasingly organized - very strikingly for hospital care but also for'ambula- 
-tory care* While the* greater pa*rt 6f this organization, has applied to the curative services, 
preventive services of a wide spectrum have also expanded in both their quantity and their 
degree Of organization. Much of this development has required the construction of physical 
facilities for both bed patients and ambulatory patients; hospitals and health centres have 
been established in greater numbers and capacities, and in many ^countries they, have become 
linked in regional networks of institutions. ^ 

Related to and supporting of all these processes have been large and varied programmes 
for the training and development of health manpower. With advances in the health sciences 
and greater understanding of the dynamic^of health services, an increasing diversity ox 
'types of health manpower has been trained and used. The responsibilities that were once 
carried by a lone village healer_ are, now distributed afmong scores of categorie's of health 
personnel. Considering the subspecialties iin medicine, nursing> and other fields, the 
disciplines in which personnel are trained *and used.must now be ununited in the hundreds. For 
the provision of primary health care, auxiliary health personnel - with diverse „ skills , 
titles, and roles - have been trained in a vast variety of models_throughout the world. 

Ijn 'the text below, we offer data, to the extent available/ on the observable trends in 
health manpower development in countries over the last 30 years. We shall try to present' 
this information in accordance with the series of policy objectives that took shape over 
these years as a result of the dynamic interaction between^cou^tr ies (Member States) and 
WHO. First we shalJL examine the trends toward eight specified objectives, in so far as they 
can be defined. These* accounts will correspond to the sequence of chapters in Part Two of 
this study*/ Then we shall explore the relationship of manpower trends to the health status 
of populations - the improvement of which is the ultimate purpose, after all, of all national 
health systems. Finally, »we shalj try to evaluate the impact of WHO, if any, on tvealth 
manpower trends - conscious always that WHO is itself a creature of the world community of 
nations; and its influence can only be in many ways limited. 

> Trends in the-quantity and types of health manpower 

The expansion since the Second World War of both the types and numbers of health -person- 
nel in countries has already been observed. In m'ore detail, what'has happened? ' , 



In 1955 there were, according to a WHO investigation, 603 medical schools in the wtfifltf^ 
by 1975 this -number had risen to 1,116.* This increase; *\of 85% in the world total of 
medical schools occurred while the global population increased during* the same period > by 
about 42%. M 

More significant is the distribution . of these schools between developing and developed 
countries. If data were available" for a century ago, 1880, .there is little doubt that 90% of 
the world's medical schools would be found in Europe^ North America, and other industrialized 
regions^ and only 10% in the rest of .the world. In 1955, of the 63/Jklnedical schools through- 



out the. worW, 40% were in the developing countries. By 1975, of the 1124 medical schools, 
54% were in the developing countries. Ln some of the developing country schools, moreover, 
the number of Itudents per class is excessively large.-' 

This growth of medical schools between 1955 and 1975 has yielded an increased output of 
physicians in the world. In 1950, there were 1.1 million physicians globally (excluding the 
People's Republic of China, the Democratic. Republic of Korea, the Democratic Republic of 
Vietnam, Bhutan and Sikkim); by 1970 the number in the world (with the same exclusions) had 
doubled to 2.2 million. This increase was substantially greater than that in the growth of 
the population. Thus the ratio of physicians to population had increased from 57 per 100 000 
in 1950 to 79 per }00 000 in 1970. 2 By 1977 there were 8l' physicians per 100 000 globally^ 

These growth rates in medical manpower were, of course, not the same everywhere. Data on 
physicians by major world regions are available from unpublished statistics of the World 
Health Organization. 3 The ratios per* 100 C)00 population in the years 1950 and 1975, along 
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Africa 


9 


11 




'22.2 




America 


89 


112 




25.8 




As ia 


22 


31 




40.9 




Europe 


92 


168 




82.6 




Oceania 


88 


114 




29.5 




USSR 


131 


288 




119.8 





From this tabulation, several meaningful contrasts may be observed. In Africa, for example, 
the density (ratio to population) of physicians was the poorest of any major world region in 
1950, and it remained the poorest in 1975; yet over this quarter century the physician 
density increased by 22.2%. The next lowest density was in Asia (excluding China) for both 
years, although the rate of growth was still substantial, at 40.9%. ' ^ ' 

Compared with Europe and the USSR, however, the tempo of growth of physician density^in 
both Africa and Asia was slow*. Europe had many more physicians to start with in 1950 than 
either Africa or Asia, and by 1975 its density had increased by 82.6%. Thus the gap between 
these developed and developing continents ' had actually widened across the 25-year span. 
Nevertheless the actual * densities of physicians in both of these developing continents 
increased to a certain extent. We know, of course, that the health needs of the developing 
continents are vastly greater than those of ^Europe and North America, while their physician 
density differentials are just the opposite; and it is these disparities that constitute one 
of the great challenges to internat ional' health work. 

Separate data are available for Latin America (rather than the'Americas as*a whole) for 
the years 1950 to 1970. In several L^tin American countries, the , establishment of new 
medical schools was- especially frequent in this 20-year period. -The density of gjiysicians 
accordingly .rose from 471 per 100 000 in 1950 to 654 per 100 000 in 1970, an increase of 
38.9% (greater, than that for the Americas as a whole in 1950-1975) 
s 

^;>; Trend data for other classes of health personnel are not so readily -available as tor 
physicians, but certain observations are possible. For the lOryear span from 1965 , to 1975, 
for example, the global supply of professional nurses and midwives increased from 124 to- 153 
per 100,000 population. The rate of growth in density of these personnel in developing 
countries, however, was much slower than in developed countries - not to menbion the very 
much lesser density in both* years. 5 The following tabulation shows the trends: 

\ * 
Types of country Nurses and midwives per TOO ,000 

1965 1975 Rate of jrqwth (%) 

Developing countries • 26 ^ 29 11.5 

Developed countries 296 375 26.7 



Thus, in th§ developing countries the density ,of professional nurses and midwives grew by 

XI. 5Z Qyer the 1965-1975 decade. Yet in both periods the developed countries had 0 more than 

10 times the density of the* 'developing countries, and the rate of growth of this density was 
more than double the comparable^ rate in the developing countries. 

Unfortunately, these disparities were not compensated by the supply of auxiliary nurses 
and midwives across the same span of years. For this category of personnel, the trends were 
as follows: 

» * * * 

Types of country Auxiliary nurses and midwives per 100 000 N 

1965 1975 Rate of growth (%) 

Developing countries t 20 24 20.0 * - 

Developed countries ^ 116 - 151 30.2 



The rate of growth of the auxiliaries :,over thetsame decade is again appreciably lower in the 
developing countries than in the developed ones. 1 , 

For dent is ts the disparities between developing and developed countries have been even 
greater. In developed countries there were 34 dentists per 100 000 population in 1965 and 
this ratio rose to 39 by 1975. In developing countries the~ density was only 5 per 100 000 in 
1965 and it remained 5 per 100 000 in 1975. Dental operating auxiliaries (such as the New - 
Zealand denial nurse) had a density of only 1 per 100 000 in the developing countries in 1965 
and it remained at this level 10 years later; S.n developed Countries these auxiliaries 
increased over this decade from 5 to 9 per 100 .000. 

Laboratory technicians rose in density from 1 to 2^ ,per 100 000 in the developing & 
countries between 1965 and 1975, but trom '28 to 43 per 100 000 in the developed countries^ 
Radiological technicians 3 also rose from 1 to 2 per 100 000 in developing countries during the 
decade, and from 1$, $a $9- per 100 000 in the developed countries. 

i - 

In a word, the densities of almost all conventional types, ot health personnel rose 
' somewhat between 1965 anji 1975 in developing countries, but their rate of increase in. 
developed countries was usually much greater. Even though these data are 'obviously 
influenced* by the accuracy of manpower reporting (which is often weak in developing 
count rie's*) , such deficiencies would not greatly affect trends; in fact, since reporting 
could be expected to improve with tjime, the true rise of trend in developing countries might 
even be less trraf? the above dalfa suggest. * , 

Trends in personnel performance 

Several- of the health manpower policy objectives analysed in previous chapters relate, to 
the manner of functioning or the performance of health personnel. These would include (a) 
the objective of improving quality in the sense of academic excellence, (b) the Objective of 
ef f ic iency or economical patterns of work, and (q) the objective of relevance of personnel Or 
the appropriateness of their work to the needs of the people they serve. What is known about 
trends in. these three attributes of health manpower* in the world over the last few, decades? 
This is not an easy question to answer, but certain .observations may be made. * 

t * ' " * j 

Regarding quality , one indicator of ^the^ convent ional concept of scientific qualifications- 
in medicine is the development of specialization.* It is generally recognized that much of 
the incentive of medical graduates to enter specialties results from the highly "sophisti- 
cated" and technological approach of their undergraduate schooling. 

In the more industrialized and developed countries, the worldwide trend to increased 
specialization of the medical profession has been very clear. In previous chapters ,we have 
noted some of the influences in medical* science, health care f inane ing,/^and population 
changes contributing to t*his* ,We have also taken note of the reaction that arose in many 
cpuntrj.es around 1970 to stem the tide of specialization, and to give greater < attention to 
the strengthening of general practice or, family medicine. Immediately after the Second World 
War, fc however, the movement to* specializatipn in the developed countries was prominent. For 
^the decade 1960-1970, a WHO study reports exact changes in 14 developed countries (13 of thejn 
European).* The proportion of a£l physicians in specialties in these countries was already as 
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high as 50*6%, in 1960; it rose further, however, to s 58.1& by 1970. Moreover the Tate of 
specialists per 100 000 population rose much faster, over this decade- than the equivalent fate 
for non-specialists; the density (per 100 000) of specialists rose by 46.8% compared to a 
rise of only 9.9% for non-special is ts. 6 * 

In developing, countries, data are not available on overa Uptrends in Inedical speciali- 
zation; it has undoubtedly been less than in the developed countries, bu$ the trend has 
surely been upward. Another indirect reflectfioft 'of ' advances in academic qualifications of 
medical schools in developing countries .is found in the cross-national trends of physician' 
migration* ^Before and for some time after the Second World War, the movement of physicians 
had been predominantly from the developed to the developing countries; physicians went from 
Europe to the colonies in Asia And' Africa* Some years after war, ttje direction of this flow 
reversed. As former 'colonies became independent and increased their Output of physicians, 
many of the graduates left for study and often permanent settlement in Europe and North 
America. This is shown strikin^ly^f or the USA, on which statistical dat'a are available 
according to the region of origin of the migrating physicians:? .*? 

Region of origin Percentage of foreign physicians entering USA 
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Thus, » from^Nor^ America and Europe the trend of Migration to the USA between 1965 and J973 ^ 
was downward, while from South America, Asj.a, aM« Africa the trend was essentially upward. 
Similar trends have been documented , for the mBLation of physicians Sfom certain Asian 
countries (India, Pakis tan,^ajid Sri Lanka) to^the^^ted Kingdom. 

% In Chapter VI we discussed the detrimental effects of this migration from less- developed 
to more-developeci countries. Yet it must be realized that 'developed nations, such as the USA 
and the United Kingdom, allowed the entry of these foreign medical graduates only when .their 
medical qualifications were- deemed acceptable by the recipient country - as shown by passing 
certain examinations or iV other ways. - It is reasonable to infer, ^therefore, that the 
academic standards of some medical schools in the developing donor * countries in the*se post-, 
war years were approximately similar to those in the developed recipient countries. This 
says nothing, °of course, about the suitability of professional education^ for the needs of 
developing countries, but only about the attainment of the. goal of higher academic standards 
(that is, similar 'to standards in highly developed Countries), espoused in the early years : of 
WHO. " v , . 

Regarding efficiency of work patterns, Chapter VLII^ discussed "the framing of health 
auxiliaries, the use of health teams, and training fo^ effective management of health 
systems. What can ^e said about trends in these three types of activity:? v 

' * . * . *r x V 

Rrecise data on trends in the availability of multipurpose health auxiliaries in \t fee-' 

world are not available. Earlier in this chapter, however, we noted the increased density of 

auxiliary nurses and raidwives- in .both developing and developed countries (though to a greater 

extent in -the tatter)*, between 1965 and^ 1975. It' may also *=be < noted j:hat over^the same 

decade, the ''countries reporting to WHO on their supply of multipurpose health auxiliaries 

rose from 1 to 23 (22 of thepe, rn fact, being develo.pitfg countries)^ 8 * Professional nurses 

also, of course, contribute to ^ore efficient delivery of healthcare. Their increased 

density in the world, .therefore, also suggests greater efficiency in the overall^ use of 

health manpower. . ' • I 4 * - ** 

The trend in the use of organized health teams throughout the world is* even more diffi- 
cult to document. The hospital, as a setting for tteams of # p£rsonnel serving bed-patients, 
should'not be overlooked, and the ratios of hospital beds -tfb* populat ion have been increasing 



irTnearly all countries. Between 1950 and 1975, the bed-s per 10 000 population in Ghana, for 
example, increased from 4.6 to 16.7;. in India the ratio rose from 3.3 to 7. 8. 9 While in 
some countries (e.g., Jordan) the hospital bed-population rati© has actually declined - 
mainly due to the rapid growth of population - the world trend in both developed and develo- 
ping countries has clearlV -been towards a greater number of hospitals, and more health per- 
sonnel m them. In fact, in many countries - because of rising health Expenditures anxi for 
other reasons - around 1970 there arose< reactions that led to deliberate constraints on 
^Jjic^pital bed expansion and encouragement of more facilities, for ambulatory care, . 

Health* teams for the provision of ambulatory care have also undoubtedly been mcreasmg, 
in comparison with isolated practitioners of either modern or traditional medicine. In many 
^developed countries, such as Canada, Japan, the United Kingdom^ or the United States of 
America, much of this teamwork takes the form 1 of private gr^oup medical practice. In all the 
socialist countries, teams of personnel are the general rule for delivery of ambulatory care, 
both preventive and curat ive, ( at health centres or polyclinics. In most developing 
countries, particularly in rural areas, various types of health centre have increasingly 
become the setting for delivery- of health services to low-income populations (who are, of 
course, in the |reat majority). .This # was evident in -all six of the countries studied and 
discussed in Chapter XIL. In_s^far as governmental (as against private sector > health 
services are being provided in virtually all developing countries, teams of personnel in 
health centres, or even at small health posts, at primary health care* level, are increasingly 
the standard mechanism for furnishing health services.10 

Finally, in relation to efficiency, the training of pe^§onnel f&v e f fee t ive" management of 
health services has manifestly been receiving increased attention in countries of all types. 
Such training is given in many settings - in uniyje-rs it ies , ifc Ministry of Health training 
schools, and in various hospitals and healtji s centres . >The specialized' school of public 
health, where academic dggree programmes are offered, ls a major setting for training in 
health care management. The first WHO* World Directory of Schools of Public Health , descri- 
bing the situation in 1965-66, identified 87 such schools in £2 countries. Only five yearns 
later, in 1970-1971, a subsequent WHO directory identified 121 schools of public health in 44 
countries. 11 * sXhis did not include, specialized schools of* hospital administration, which 
alsfc^teach health services management and* have clearly been multiplying, nor medical schools 
giving special instruction in public health. Judging from the comments 8 by health personnel 
in the six countries reviewed in 'Chapter XII, the demands for much more suitable instruction 
in health management are much ^greater than are bemg met, but" even the articulation of the 
need "is a sign of progress on this aspect' of seek ing' greater efficiency m the use of health 
personnel. 

** * . 

Trends reflecting the relevance of health manpower ^training to the needs of each 
country's health services are also difficult to measure; there is much partial or episodic 1 
evidence, however, of advances towards this goal. 

.We have noted in Chapter X the frequent advocacy in WHO of greater emphasis on the 
teaching of preventive and social medicine in medical schools. For many reasons, preventive 
and soc iaT med icine (PSM) teaching in medical and other professional schools undoubtedly grew 
stronger over the years after the end of the Second World War« Epidemiology made, great 
* strides, pointing to new methods of disease prevention and control.^ ^ Society's demands 
for organized social action to promote human welfare increased everywhere.^ Universities 
were bound to echo these developments, and in medical schools, fhis usually meant xne streng- 
thening of PSM teaching. * 0 



Precise documentation of this trend on a worldwide basis has n^>t been done, but the trend * 
is evident from observations of several sorts. Prior to the Second World War, if was common 
for medical -schools to have academic departments of hygiene - often linked to departments of' 
bacteriology - concerned with problems of sanitation and qommunicable" d isease control. After 
the .war, and especially in the later J950s and the 1960s, these departments were, either 
replaced or supplemented by departments with "a much ^broader approach - ep itomizeaV of ten by 
inclusion of the word "socral" in their titles* 16 is noteworthy that the Frrst World 
Conference on Medical Education, in 1953, discussdP the teaching of virtually every basic- 
science and clinical discipline, but the only topic with any PSM flavour Was a discussion of 
tropical medicine. 14 six years later at the ^Second World Conference on Medical Education, 
in 1959, there were four presentations on "socioeconomic aspects of ... health and disease ,T 
and the "teaching of social medicine", 5 The Third World Conference on Medical Education, 
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in 1966. had for its central theme: "Medical education - a factor in. socioeconomic develop- 
ment", 1 " The Fourth World Conference on Medical Education, in 1972, included no discussion 
of basic* or clinical sciences at all, but was devoted to such subjects as; 17 i 

community health needs * * \ 

socioeconomic factors of population and society 

patterns of medical <*care 
-/ ' health manpower and the delivery of health care 

patterns of professional practice that promote and hinder change 
- comprehensive educational planning as a means to initiate change <*% 

teaching the teacher to teach. 

The conceptual trend from the technical to the social approach to medical education was quite 
clear.. * v 

o "- ' 

A study of trends in the teaching of public health in the medical schools of 19 European 
countries published by WHO - in 1957 provides much evidence of the broadening content and 
generally increased place of public health in the curricula, 18 It describes three periods , 
in the evolution of this teaching (up to 1952): first, the period dominated by bacteriology 
and sanitation; second, the period when hygiene on*"^ practical level became separated from 
bacteriology; , aad third, the 1950s, when^'public health" was replaced by "social medicine, 
as well as the* clinical approach to preventive medicine' 1 , 19 In the United States^ of *^ 
America, advocates of PSM teaching did not have as great an impactj on medical school curri-j-~ * 
cula as they would have liked, although academic attention to the field clearly expanded 
after the Second World War. 20 In the jlate L 1960s, usually under the umbrella title of 
"community medicine", the social factors in .disease , and. the^social organization of health 
services won increasing attention in most medical schools, 21 

^ ) - 
These trends in the teaching of PSM were not limited, of course, to Europe and the Urfited 
States, * In 1955 the All-India 'Conference on Medical Education .had emphasized PSM teaching, 
as did the Pacific 'Regional Conference on Medical Educatidn in 1958. A series of % seminars on 
teaching preventive medicine in Latin America were held in 195,6, and in 1J61 a conference on / 
teaching of preventive medicine ways .held: in Iran, 22 A meeting in India in 1968 heralded 
the development of social and preventive .medicine in Indian medical schools over the previous 
10 years, 2 * In the 1970 Heath Clark lectures at the University of londo.n, a glowing report I 
was given of the training in community health* that had evolved over the previous 20" years at 
' the medical school in Cali,' Colombia. 24 Somewhat similar developments are described also 
at medical schools in Nigeria, Thailand, Uganda, the United Republic of f Cameroon, and other 
developing countries, ^ , » ■ * 

•An extensive survey of medical .education ' throughout Latin America was sponsored by the 
Pan American Health Organization in 1967. In 100 schools the average amount of curriculum 
time devoted to PSM teaching was 205 hours, and this was a definite increase over the 
past, 25 The teaching content included not only such classical subjects as epidemiology and 
statistics, but* also health economics, the organization of health ^services, and behavioural 
or social science. In 45% of the Latin American schools ^there^wa^l^tramural teaching about 
family and 'community prbblems. The investigator concluded that "tM^ Changes occurring in the 
teaching of, the- preventive and 'social aspects of medicine duritig recent years teve const i- 
.'tuted one of the most important occurrences in the field of medical education", «he v new 
medicaj schools established i<h Africa in the 1960s have stressed the assignment of students 
. to rural health centres as the main approach to the teaching of prevent iye and social 
medicine. 27 Likewise, in the Philippines third and fourth year students from all medical 
schools have been assigned for periods to, "comprehens ive 'community -medicine demonstration 

■ it 9ft * 

areas in rural communities ^° * . 

This account of the growth of an emphasis on PSM teaching in medical schools throughout 
\he world is far from comprehensive. It does- not clarify, furthermore^ the extent to/ which 
social or PSM concepts have entered into the teaching of basic science or traditional 
' clinical subjects - an approach widely advocated .(in c6ntras # t to separately, identified PSM 
/ instruction), though seldom observed. Yet, a stronger place for chairs of preventive, 

medicine, or however the field may be defined in medical schools, may have a long-te^m impact 
on the educational approaches of other faculty 9 members ♦ Admittedly, the evidence on this 
issue is unclear. * J^- 
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Another reflection of the overall objective. qf relevance in professional training has 
been the heightened attention given to general practice or family medicine in medical educa- 
tion - advocated for some years by* WHO and its expertf committees. This is a recent trend and 
has been more, prominent in developed countries - doubtless as a* reaction to the excessive 
development of specialization in those - countries during the first 50 or 60 .years or this 
century. The establishment of departments of general practice in medical schools, the \ 
development of postgraduate residency training programmes in family medicine, the organiza- 
tion of continuing education programmes* specifically for the general practitioner have all 
been educational responses to 0 the demands in communities - sometimes evefi in legislative 
bodies - for a greater availability of physician* (and other health personnel) to provide 
primary care. . f§ . 3 ' 

In the 1960s, the swelling proportion of socialists in many industrialized countries and 
the declining proportion of generalises led /o demands within the mgdi^cal . profession itself 
to increase the social position and financial rewards of the gei|^^r^^|fc^ttitioner . The 
strategy in several countries was to define 'general practice as ' a ; specialty , requiring , 
j prescribed years of extra training, ^equivalent to those in the conventional specialties. In 
the United Kingdom a Royal College of General Practice was organized in 1965, and in the 
United States a s specialty of family practice waa formally established in 1969. A study of 
five other industrialized countries in the. 1970s -y Austral ia, t Belgium, Canada, ..Norway , and 
Poland - showed a*, variety of strategies for s trjfcjtethening and upgrading general medical 
practice in all of them. Specialty-type res idenca^P ogrammes w$re organized, all sortfc of 
continuing education were offered, general * pra'cHxe departments were formed in medical 
schools, health insurance fees for GP services were raised, pension programmes were started, 
and so on. In Norway and Canada public authorities built health centres in which the GP i 
^could wprk in a team with nurses'and other allied health- per sonnel . 29 

A survey of medical schools of Canada and «the United States in 1975 found that the vast 
majority of them - 93% in Canada and 80% in tfie United States -"-were offering some sort of 
fami^Yt care training programme; these consisted of undergraduate s teaching, postgraduate, or 
both.y the United Kingdom, some special postgraduate training^ for general practi- 

tioners had bjzeti offered (in Scotland) a*s early as 1952, but rapid extension of these pro- 
grammes occurred only after 1966; most of these are, strangely enough, hospital-based and % 
require 3 years. ^ It {is ^efevant that in 1966 the remuneration of general practi tione4$ 
/"within the British National Health Service was increased and, along^ith this, RegiqVia^? 

A&Visers in General Practice were appointed to promote. the postgraduate* training* 
^jpr ogrammes. 32 ( 

< . s . ' 

. /^JJiis/ ent ixe!.,kfty6vement for enhancing both trie quality and quantity of ^general medical 
. practice in ' the^^ik^hl^vdTeve loped s countries , where specialization had become so extreme, has 
* undoubtedly cpn^^^t^?cl \to sgredter relevance"-in the work of the medical proiession. In the 
developing countries,' whe^e formally' recognized specialists still constitute a minority of 
physicians,. this*SdLsteue fias b *not been so prominent. Continuing education of t ffiysicians, as, 
discussed in jurevvous chapters, has often been directed mainly to general pi|ac-tfit ioners , who 
Constitute the large 'mtfjrtfrify of all physicians. But the major apiypOT&h to Strengthening 
general primary tiealfn care Jin developing countries, as we ha^e £ekn t \ has been through 
expanded training of multipurpose health auxiliaries. Earlier in th/s chapter, we noted that 
up to 1975 even "this strategy had not developed" to very large p/oporin.ons . The Alma-Ata 
Conference on Pr imar^gHealth Care in 1978 undoubtedly stimulated gre\atlV accelerated training 
of non-medical primary^ health workers with broad functions. This wlhv/eyident in all six of 
the ^countries analysed in Chapter XIJ. Numerous specific programmes o^^fchis sort, in which 
. WHO has pl-ayed a part,/bave also been discussed in Chapter VII. 

Another reflection of 'world trends toward the relevance objective has been the develop- 
ment of teacher-training programmes. An evaluation Uf acaomplishments in this work for the 
Vlecade 1969-1-979 was recently m^de. The eight regional teacher-training centres, plus the 
rfcter-Reg-ional Teacher Training Centre in Chicago, USA, were foundf to be doing much innova- 
tive wQi>k, although only a fe& national centres ha4 been established.. Their most significant % 
achievement was believed 'to be the stimulation of teachers, mainly in "medical Schools, to 
explore new methods of teaching ji^-such as more careful educatibnal planning with explicit 
formulation, of learning objectives. *. The greatest weakness of the centres was deemed t;o be 
their failure to have, real impact on the education of health, personnel other than 
physicians; much greater "attention is needed in. the .future, it was concluded, on the 
training of effective t-eachers for"' non-phasic ian, primary health workers. 33 
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Some indication of the degre^of adoption of teacher-training concepts * m - heal th * prof- 
essional schools of the world isteg^ven in a study organized £y WHU, on which only a prelimi- 
nary<report is so far available, A'key^ feature of teacher-trainVng is to persuade teachers 
to def me ~ejcpl icit objectives at the outset of any instruction. This global survey, there- 
tore, posed to schools of nursing and medicine the question 6f whether or not the school used 
institutional objectives in its educational programme, def ining'these as": 

\ C 

"a statement describing the expected results of learning experiences as t:hey manifest 
themselves in the performance or behaviour of the learner, at any level o£ expertise and 
° for any type of work; these results may be qualified by appropriate modifiers that are 
defined in the objective^tself 

For this survey, questionnaires were sent to 337 nursing schools anfl 6J4 medical schools, 
first inquiring if they had formulated institutional objectives. Of the nursing schools, 142 
responded affirmatively, and ot these 84 (or 24. 9& of the total) submitted statements deemed 
to meet the attbve definition. Of the 614 medical schools, 164 responded affirmatively ana of 
these 58 (or 9.4% of all) submitted statements meeting the above definition. 

One may, in general, conclude that - interpreting the use of explicit learning objeotiv-es 
as reflecting the type of educational planning emphasized in teacher- tra ining programmes - 
such methods might be applied by about one-fourth of the nursing schools and one-tenth of the 
medical schools throughout the world. We do nofc have data for an earlier period *trom which 
to draw a trend line, but one • may infer that even these small percentages are probably an 
increase over *the past. ^ ■' 

Perhaps a more significant reflection of the use of teaching methods that have been 
effective in preparing students for the relevant -health problems in their nations and com- 
munities can be gathered from a consideration of the community-oriented health science 
schools discussed in Chapter X. At the 1979 WHO meeting which established a network ot such 
institutions, there were participants from 18 schools. In the two volumes in the WHO Public 
'Health Papers Series present mg^*3se studies of innovative educatAnal programmes for health 
personnel (No. 70 in 1978 and No. 71 in 1980), accounts are presented on 27, schools- of 
which 20 were medical schools. If we were to assume that roughly 'three times^as many medical 
schools in the world *are, indeed, community-oriented Oalong the, lints discussed .in Chapter 
X), but have not yet been identified as, "such by WHO, this v^ould amount to 60. In relation to 
the 1975 count of 1,116 med ical schools in the world, 60 would mean .about 5% oi the total. 
Such a crude and arbitrary calculation would accordingly* suggest that perhaps roughly one- 
twentieth of the world's medical schools 'We now educating physicians m a manner designed to 
be truly relevant to the health problems of populations to be served.* , _ 2 

This whole discussion of trends in health personnel performance - as reflected in consi- 
derations of the academic quality of the ir 'educat ion, in the^ efficiency of their, use, and in 
the relevance- of their training curricula^- is far from satisfactory. We may hope that more 
Complete data will permit more/a c^cur a Ce assessments of trends in the future. On the basis of 
the limited dat«a available, however, one mayj'ao/ic lude that over the last few decades the 
academic quality^ of health professional education has probably improved - with s'ome positive 
and some negative consequences (rrom the viewpoint ot meet mg ( soc \a\ needs). .The efficiency 
of health personnel has undoubtedly increased^in most^cp^ntrues, although f to ar^ extent far 
below the true requirements. As, for the relevance of health^ sc i ende ^'curr ic\Ua , one must 
conclude that in some respects (training in prevfcnti.ve and sociSl^med icine and emphasis on 
primary health care) progress has been appreciable', but' *n othe'r respects (use. ot souna 
approaches to educational planning and prbcess&s and communi ty-or lentat ion) only h small 
beginning ha£ been made. by all three of ttfese indicators of "personnel performance, never- 
theless, the trends have been in a favourable s diter!tion. Yet resistance persists, and ,the 
greatest tasks lie, ahead. * * » ' . V 

► 4 • 9 * • \ 

National health manpower Pft^icy issues - „ • ^ . 

Beyond these questions on the quantity and performance of health manpower, one ma/ 
consider the> objectives fhat involve, in a sense, larger issues of national health manpower 
policy. These would include the objectives of health manpower planning, full population 
coverage, and the integration of health services and health ' manpower development. What have 
been the trends towards the achievement of these three objectives? 

2k 
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Within the. sphere of* WHO, we have observed in Chapter IX that rn the decade 1962-1972 
(Period ll\ of this study^ substant ial interest a&ose iga national health planning, and in 
health manpower jUanning as* part of .this. Then in 1973 and later, interest somewhat 
declined, as disillusionment arose on the value of the highly quantitative -and theoretical 
approaches that dominated planning methedology; instead, emphasis was put on achieving 
political consensus and commitment for health actions based on general assessments of need. 

Health manpower planning, nevertheless, usually permits and requires greater specificity 
in countries than national health planning as a whole. In the developed^ countries, health 
care market dynamics, rising co"sts,*and other factors have led to perceptions o«f needs for 
training greater numbers of f certain types of health personnel and fewer of others. To cite 
some examples, in Belgium the 'viewpoint has grown that the country's physician resources were 
becoming excessive; 36 (n the United States" and Canada 1 , it is widely believed that national 
needs for physicians will soon be met and that a surplus is imm/nent. In the developed 
socialist countries, on the other hand, the „ stock of physicians continues to increase. 
Australia and the Federal Republic of Germany are other developed countries where the medical 
market is considered- to be saturated with physicians. Under such circumstances, steps are . 
being taken to slow down the output of physicians and to limit the immigration of foreign 
medical* graduates. Greater stress is being put on the training of nurses and other cate- 
gories of health personnel. These judgements lead essentially to planning decisions that are 
implemented in various ways - often by modified funding for educational institutions. 

In developing countries, health manpower" planning has taken various other forms. As we 
saw in Chapter XII, great stress has been* put on the training of auxiliary health personnel 
in the six countries studied, as in many others. The needs are usually so much greater than 
the resources to meet »#hem that almost any number of personnel, that can be trained are 
trained. The real limiting factor is simply the availability of resources. On the other 
hand, some developing countries - illustrated* by Costa Rica '(in Chapter XII) and also .by 
Brazil and Mexico - have proceeded to multiply their medical schools with hardly any central 
plan for using the physicians produced. 3? Considerations of the demand on behalf of young 
men and women who wish to enter a prestigious profession seem in such countries to be pore 
important than an asse'ssmant 6f the population's needs and the ability to support economi- 
cally ttj'e output of 'these medical schools'. Similar considerations have characterized some 
countries wherej numerous private *iedical schools have produced physicians and nurses t large ly 
« for export. 

In socialist countries, the planning of health manpower has probably been more deliberate 
and systematic than elsewhere. Basing estimates of need on studies of health service 
utilization, standards for the staffing of health s-ervices are set. Then, within the con- 
straints of educational resources (school facilities, teachers, etc.), quotas are set for the 
output of various schools for health personnel. The decision of Poland, for example, to stop 
training feldshers around 1960, when the supply of physicians ha4 become adequate, was an 
^nteresting reflection of manpower planning. ^8 

It is very difficult to epitomize world trends in health manpower ^planning as a whole. 
The political ideology of countries appears *to be crucial. Probably the most fundamental and 
generalized fact is that practically all nations of the world have come to find it 4 useful and 
important to have information *- the numbers and the ratios to population - about" the various 
types of health personnel in the country. Even such simple data were seldom sojuTght or 
collected by countries 50 years agoV* * Beyond this, deliberate planning to meet popx^l^tipn 
deeds seems to be influenced mainly by market observations in free-enterprise count nigs *- 
both developed and developing. Such market considerations include both the numbers ana the 
expected annual incomes of each type of health personnel.^ In socialist countries, or 
countries tending to move in this direction (for the health sector, if not generally) health 
manpower planning seems to be based , mainly on an assessment of population needs; resource 
constraints,, of course, may delay for some years the attainment of the desired norm or 
standard 

Regard iW the/ objective . of populat ion coverage , it was obvious from the Alma-Ata 
Conference chat t/ie ideal had been reached in only very few countries. The type of health 
manpower wanted in order to cover all areas of a country, of course, differs with its level 
_of economic development. % the Ujprted Kingdom wants physicians, while Uganda at this stage of* 
its development wants medical assistants and primary health workers. The types of personnel 
deemed appropriate for coverage naturally also change over time, as* strikingly illustrated in 
Chapter XII by policies in Malaysia. ^ , 
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A crucial feature of^the cpverage objective, of course, is the geographic distribution of f . 
health personnel. Some highly developed countries - the United States ot America, for 
example - may have ample national supplies of physicians, and yet there are certain areas, 
mainly rural, with a shortage of them. Other less affluent countries ~=L-f or example, Costa 
Rica or Cuba - may have smaller national ratios of health personnel and yet have achieved 
rather balanced geographic distribution and coverage. The difference lies in the extent to 
which the coulfcry implements a structured system or framework for the delivery ot health 
services, as compared with reliance on market dynamics. 

Even under the most free or unregulated market conditions-, an overall increase in the ^ 
national density of health personnel can lead to some degree of improved coverage in rural 
areas. We have noted in Chapter XII how, in Malaysia, private general practitioners - who 
are under no obligation to settle in r4iral areas - often move to small towns in rural areas 
simply ^because the medical care market in larger cities has become saturated. A counter- , 
vailing force in many developing countries, on the other hand, is the greater rate ot growth 1 
(due to high birth rates) oj^rural populations. The net consequence of these opposing 
tendencies < would have to be-*^Elculated before one could draw reliable conclusions about 
overall world trends in health manpower coverage. - 

The gap or disparity between krban and rural areas of a country may increase, even though 
' the density of personnel in rura\ areas remains constant. Thus, m the Republic of Korea, 

the national supply of physicians increased from 29 per 100 000 in 1960 to 45 per 100 000 in 
1970.39 yet, between 1964 and 19/4 the physician density in rural areas declined from 30% 
of -that in cities to 27%.^° It is highly likely (though not certain) that^ this increased 9 
disparity was due to the settlement ' of most new medical graduates in the cities - even though 
the rural physician density may have remained unchanged or even improved. 

In certain countries health manpower » coverage of national populations in recent years has 
improved remarkably. Achievements -in making essential health services available throughout 
the great territory of t>fte USSR are widely recognized. Coverage of the vast population of 
the Peopled Republic of China with barefoot doctors has been discussed in Chapter VII. The 
greatly improved # heatth manpdwer coverage of the population of Cuba, since its revolution of 
1959, has also been documented.^ 1 In Canada, following the enactment ot its national 
insurance programme for physician 1 s care, the medical coverage of rural areas in the 
provinces of Ontario and Quebec showed measurable improvement^ 2 Through various pro- 
grammes for the training and development of auxiliary health workers, greater " rural area 
coverage has been achieved in Suldan, the United Republic of Tanzania, Venezuela, Viet Nam, 
and elsewhere. * * 

The unmet health needs in the rural areas of most developing countries, nevertheless, 
b ' ' ,remaiji severe. .The shortages off .rural physicians - dramatized by the disparities in urban 
' compared with rural physician densities - are the most dramatic . In the Sixth report on the 
world health situation , one finds that in> 11 developing countries on which' data were avail- 
able for recent years, the urban-rural distribution of physicians showed improvement in 4> no 
change in 1, and deterioration in 6.^ 3 It is discouraging facts of this sort that have led 
so many developing countries to change their health manpower strategies from training simply 
more physicians to training also greater numbers of health auxiliaries of various types. 
This policy change gives some grounds for greater optimism on ,the achievement of population 
coverage with appropriate health manpower in the years ahead* 

With^ respect to the integration of health services and health manpower development - the 
HSMD concept discussed in Chapter XI - the evidence on trends is spotty, but it appears to 
point'in.the direction of gradual progress. That is, in various ways closer administrative 
relationships are being developed between ministries of heaLth or other organized health 
programmes', on the one hand, and ministries of education, universities, and training schools 
on the other* In Chapter XI, %e discussed the evidence for these trends, at the levels of 
* planning, production, and management of health personnel. The process of integration or 

coordination was observable in many countries and in various forms. 

Numerous countries^ both developed and developing, have established national health 
council$ through which' leaders in health and in education can communicate their respective 
needs, problems, -and plans. Even without such councils, health ministries sometimes transmit 
their estimates of manpower needs^to ministries of education. In almost all countries, there 
are certain types of personnel that are trained directly in programmes ot the health 
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authorities. , Almost all public general hospitals are' also engaged to some extent in 
training, as are many ambulatory care centres. On the other hand, university-controlled 
teaching hospitals obviously provide * a great* deal of health service. - In mostf of -the 
socialist countries, responsibilities for the 'education of physicians a'nd other personnel * 
have long been assigned ta ministries of healta;* thi^s has been done also in some other 
countries, such as India ana Iraq. Such complejte unTr icat ion o*f responsibilities for health 
manpower development and health services* does not necessarily meaa complete integration of 
policies, but it clearly .lays a firm basis or such integration. ' . * . 

In the six country case studies (Chapter XII),, one c^ould observe the several forms Of 
interchange occurring between health and education agencies. Through studies and planning, 
countries are increasingly formulating goals on the types an<i numbers of health personnel 
required to provide the health services that ^the country wants and is prepared to support 
economically. In the past, and still, today, the absence of such overall goals has led to the 
production of surpluses of personnel in some health disciplines, along with shortages ki 
others.^ Recognition of these and other problems such as the misutilization of existing 
heal th , per sonnel in most countries is leading in varying degrees to different * approaches in 
the realization of the HSMD concept. , 

- — 

Trends in the health status of populations * 

• *- 

V 

In spite, of all the -persistent problems of disease, malnutrition and trauma throughout 

the world, in recent decades the health status of the global population has improved. Using 

the very broad index of life expectancy at birth, m the period 1950-1955, the worldwide^ 

average for all countries Has 47.2 years; by the period 1970-1975 this had lengthened * to 

56.0 years, an extension of life expectancy by 18.6%.^ / 
/ t 

This extension of average life expectancy has been due, cff course, to countless changes 
in the physical and social environment of which the provision of health services *T3tf~only 
one. Many have pointed* out that healt|f s tatus^ improvements have probably been due more to 
general social advances in living conditions than *to medical intervention. There can be 
no doubt, however, that health services have played a definite part, as we will see below. 

The extension of life expectancy has been striking in both developing and developed 
countries. Contrary to what one might expect, in fact, the relative improvement from 1950- 
1955 to 1970-1975 has been greater in developing regions of the world than in the developed # 
regions. The trends are^ summarized in the following data published (on the basis of United 
Nations reports) by the World Bank in 1980.^6 
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Africa 


37.5 
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Latin America 
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2 


9.2 


East Asia 


47.5 
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South Asia 


391.2 


, 49. 


3 


10.1 



All- developing regions 42.5 53.2 J_„10 . 7 

-developed regions 64-. 3 70.3 6.0* » 

i # 

Thus, the extension of life expectancy for the^ggregate of developing regions over this 
20-year period was by 10.7 years, const i tut ing " an increase of 25.2%. In the developed 5 
regions it was by 6.0 yeUrs , constituting 9.3% improvement. 

,One might object that in the developed regions, with life expectanc^coming^closer to a 
biological limit, one could pot expect so much improvement as in the* developing regions, 
which in 1950 were at a very, low level. Yet, if one' calculates the £a£ between developed and 
developing • regions in the two time-periods, one finds that this also has j been diminishing 
rather than increasing. In 1950-55, the life expectancy in developed regions was 21.8 years 
longer than in developing regions, an advantage of 51.3%. In 1970-75 the difference had 
declined to 17.1 years - an advantage of 32jl%. ! < 
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* How much of these improvements in either the developed or developing countries c b an be 
attributed to health services is a very difficult question. Since general social and 
environmental improvements tend to go hand in hand with the expansion of health services, it 
is not easy to disaggregate one influence from the other. Changes that may be attributable 
to health manpowe^ - the numbers, types, distribution, functions, etc' ~ v as, ( d ist inguished 
from other influences, are even more difficult to isolate, if at all possible. 

' - / 
An attempt has been made, nevertheless, to explore the relative importance of a .country's 
health services - including health manpower resources specifically - and of socioeconomic 
conditions, in order it*> determine or % explain the level of its populat flSn ,£? s health. As part 
of the current study, WHO (in collaboration with the^ Johns Hopkins School of Hygiene and 
Public Health) carried out ^statistical analyses on healths and social data from 131 
countries. Correlations were explored . among variables on (aj) ^socioeconomic conditions, (b) 
health resources, and Cc) heaith status circumstances. In contrast to previous studies ot 
the relationship to health, s tatus of both socioeconomic and health service indicators, this 
s£udy analysed relationships among a rather large number- of variables ("12) in a large number 
of countries (131) throughout the world. ^ Dat^a for each country, on each of the 12 
variables were analysed for two separate years, 1950 and 1975 . The study also explored* the 
relationships between socioeconomic" variables and measurements of health manpower in 
countries. 

Not « surpr is ingly , the major variables explaining lite expectancy were found to be socio- 
economic. Several such socioeconomic variables together ( per capita GNP, plus fo.ur indi- 
cators of educational strength) 'explain moire than 80% of the variations ajpong countries in 
life expectancy. Highly important from the perspective of the current study, however, was 
the finding* that when health resource variables (physicians per 10.000 population and 
hospital beds per physician) are added to the equation, the correlation with life expectancy 
increases further. Specifically the coefficient of determination (R^) rises from 0 c .84 to 
0.90 or An increase of 7.1%. This would seem to be a powerful rebuttal of critics like Ivan 
Hiich who claim that physicians do more harm than good.^ The -data indicate that,^over 
and above the overwhelming influence of national wealth. '.(as reflected*by per capita GNP), a 
greater supply of physicians correlates with a further extension of life expectancy. 

The greatest influence of physician resources on life expectancy is found when the 
measurement of resources is for 1950 and the "life expectancy is Eor 1975, In other wo-rds, 
there is apparently a lag between the health benefits (life expectancy) and the input of 
health manpower (physicians per 10 000). Expressed in another way, one may conclude from 
this study that - if *per capita GNP w,ere theoretically constant - a 35% increase in the 
physician/population ratio would in time lead to an extension of life expectancy by one 
year.(. Moreover, since physician resources ^^e intrinsically closely dependent on (and 
therefore also reflect) *per capita GNP, one finds that this health manpower variable alone .is 
more strongly predictive of a Country's life expectancy growth than per capita GNP alone. 

Life expectancy, of course, is only one measure of the hteaiyi status of a population. 
Th"e-quality of life 7 in terms of a person's ability to work productively and to live happily 
- is obviously as important as or perhaps more important than a* simple measurement of years 
of lite. Unfortunately, statistical indicators of the quality of life are riot now available 
for many countries. Even when such indicators as days of disability per person per year are 
available in certain countries, one can seldom determine the influence^of health services as 
distinguished from general socioeconomic circumstances. It is only possible to conclude that 
health manpower improvements, reported earlier in this chapter, may be associated positively 
with the few indicators of health status in populations that are now generally available. 

Impact of the World Health Organization * 
— f 

T^e previous sections of this chapter have reviewed demonstrable trends in health nran- 
power policies and programmes throughout the world, analysed in terms ot eight specific 
objectives that over the years have shaped the World Health Organization's HMD programme. We 
^have also~ reviewed briefly the trends in the health status X)f the world population and 
reported on a study e&plonng correlations between the health status of national populations 
and the development of health manpower resources. Previous chapters- have discussed the 
numerous WHO programmes in health manpower that have been promoted in accordance with the 
eigh't principal objectives. 
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None of 'these "analyses can tell us, howeyer, to what extent the work of WHO has inr 
fiue-rfeed, if at all, actual HMD. developments in countries. This question is far easier .to 
ask than to answer; WHO ,ac tivi t ies are obviously only one - and, certainly not the most 
important - among countless influences on health develppments generally in countries and HMD 
trends in particular^ * In this section We shall try to examine the available evidence on 
WHO ! s contribution to HMD trends in countries, recognizing always that much of this must be 
based simply on the judgement of informed observers, rather than on the type of hard data 
customarily available in a, scientific experiment. o 

t 

This is not the first occasion on which efforts have been made to evaluate WHO activities 
in education and training. . In 1967, an extensive study was carried out to evaluate the WHO 
programme for education and training (1948-1966).^ This evaluation was conducted 'by a 
special advisory group -of seven experts on^tfte basis of fiv^ working papers prepared by WHO 
staff and consultants. The working" papers gave comprehensive summaries of several education 
and training activities carried out from 1948 to 1966 by WHO ("both at headquarters and in the 
regions), and classified them according to tjie type of programme~and the countries in which' 

"WHO worked. 50 „ ' ' - " , 

•} 

/« Under the topic ent itled, "influence of WHO ass,ist ance M , there are some rather general 
Comments about WHO's HMD projects in countries. Illustrative observations were the fallowing: 

M Xhe most frequent gap or weakness in t?he (medical school) Curriculum, ih which WHO 
assistance has been given in the projects studied, was preventive and social medicine... 
Jhe second most frequent gap in the curriculum, in which WHO assistance was given by WHO 
♦ professors and tutors, was in the basic medical" sciences... The most 'frequent WHO 
assistance to the total programme of medical education in^ a country or area was provided 
by WHO advisory teams or consultative groups, tomake surveys and recommendations. . . In 
a few projects WHO provided a principal or dean... In man^projects the vfriO professors 
noted that an opportunity to influence the curriciflum and teaching, beyond their specific 
fields, was offered when they were invited to participate as members of boards of studies 
or faculty committees..* In a number of projects of assistance to schools or institutes 
of public healtfc^ the WHO project staff, in addition to postgraduate instruction, have 
also^ taught their particular subject in the undergraduate medical school... When WHO 
visiting professors taught both undergraduate and postgraduate courses,, their influence 
and inter-relationship were very. tangible . "51 - % . 

\ b . ; 

Based on rather descriptive statements like those aboye"j\the Advisory Group was under- 
standably cautious in i ts. judgements . Thus it stated: ' 

"The (HMD) programme, as can be inferred from the list of assistance given to national 
projects, has been broad and world-wide in scope... In some aspects the programme has 
made significant contributions to progress in the world health situation... The pro- 
gramme has cont ihuous]^ expounded the doctrine of adaptation of education to specific 
local situations, even while it sought to raise educational standards simultaneously in 
distinctly different environments throughout the world.... In the teaching of medical 
students, the programme has encouraged the incorporation of research, particularly in 
local ..problems; °it has promoted the concept of extra-mural training in community 
medicine; it has fostered a streamlinirfg of the curriculum and an integrated approach to 
teaching between the basic medical sciences, the clinical so-iences and -social medicine... 
- Another noteworthy accomplishment was the promotion of the training of various kinds of 
auxiliary personnel for whom there is a need everywhere, both in, the more developed and 
in the developing countries... The group noted that much attention had been given Ln the 
programme to the teaching of public health and preventive© medic ine . "52 

Also, on more than one occasion in the past, evaluative studies have been made of WHO 
iello f wships . Duriing,ithe years 1947-1957, there were 7796 fellowships awarded, and a sample^ 
of 1053 of these was studied.^ . It was found that the vast majority of fellows had bene- 
fited from their studies. They "a're making contributions in informing and training others, 
in improving or expanding 'existing services 'or establishing new ones, in carrying 'out 
rresearcji and in providing leadership".^ Only 8% of the fellows were found to be "not 
-..properly ' utilized" 'on return to their countries. Later, in 1970, an article in fche WHO* 
Chronicle stated thaj:; » \ *** 
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"A recent large-scale review of regional evaluations o£ the fellowship programme confirms 

"have bee 



that idC|ih e great majority of cases fellowships "FTave been appreciated by governments and 
Ctoat the$^Tiave conferred great andj^stitfgbenef its on the countries concerned." 55 • 

The #HO^Exe£u_tive Uoard, evaluating the fellowships programme in 1975, conc^uxied-^thal; 

"From this [1970] review it appeared- -that" ao^uFTO^ of . fellowshi^s^could be classed as 
successes, J*% as failures and 35% ^ither as par t-iai:^ sue cesses » or impossible to, 
classify." 56 ^-^^ 



It concluded fr&n this that"; 



"the programme continues to maintain its, flexibility so that it can meet the immediate 
n^eds of countries and *at the same time support the general long-term policies of* the 
Organization". 56 

In 1974j the contribution of WHO tn jrhe _pvo luH on of m'pdical education in Africa during 
1962-1972 was studied. To do this/ documents of the WHO African Region produced during this 
period of time were examined. The, pr incipal conclus ij>njUA*€ffeas follows; 

"WHO made a valid attempt to define Md*~recognize tne problems related to the development 
of medical education in the African Region... WHO made a valid attempt to find solutions 
to the previously elicited problems. Those solutions have been regarded as sound by the 
Member StaFes, taking into, consideration the constraints due. to very different and 
^ sometimes antagonistic political situations in each state... WHO had a favourable impact 
on ttffe development of medical education in the African region through the implementation ' 
of its policies either directly or through 5 the action of Member States." 5 ? 

As part of the current study, it was decided to explore the general . influence of WHO *on^ 
HMD policies and programmes in countries through a questionnaire survey of k now 1 edge atffg. - * 
health professionals around the world in 1980. The names of persons surveyed- w£re acquired 
from the WHO Expert Panel on*Health Manpower and^from suggestions by the^ regional of f ices . 
An initial mailing went to 428 such persons, but questionnaires were subsequently also sent 
to others (mainly in «the African Region) by -regional offices a nd. WHO _countrv_ representa- 
tives. The precise number in this second group is not known, but the total sample came to 
approximately 500. Usable responses were received from 170 persons, about about 34% of the 
total* The questionnaire solicited expert opinion-* ^iu^o (a)-, - the_ -reiev^acja^J^JJH^s^HMD 
programme to each country's HMD needs, (b) the impact of WHO on the country's HMD programme , 
and (c) suggested appropriate future HMD activities by WHO. 

The 170 respondents came from 74- countries or nearly half of the WHO Member States. 
Applying a classification of countries used by the World Bank, the respondents were* distri- 
buted as follows; , 

> 

Developing low-income countries • 54 % * 

Developing middle-income .countries 51 

Oil-rich developing countries - 13 - 

All developing countries „ • 118 

"""Industrialized countries 41 ^ 

-countries with centrally planned*economies 11" | * * 

Total - 170 

About 50% of the respondents were past (2?%) or* current (30%) staff members. With respect to 
health manpower experience, 43% were involved in education and training while 24% were 
concerned with otfter aspects of HMD, and 33% were not primarily from this field. 

The nature of responses on various HMD question^ naturally differed among persons from t 
the several types of country. Certain overall findings, however, - are of interest. The 
general contribution of WHO's HMD programme to the country's HMD efforts was regarded as 
having increased steadily since 1950, and it was , expec ted\ to be of greater value in the , 
future. The major reasons for this trend were said to be the influence of WHO ideas and 
concepts, along with the increasing interest of national authorities. 
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As wejhave observed in previous chapters, the major objectives of ttye Organization's HMD 
programme hatfe'changed over the years. Considering the predominant objectives, in different 
.periods, respondents, were asked' to rate the extent of the achievement of these objectives in 
their countries. The results are show^n in Table 8, with respect to «10 general objectives. 
It is evident that for none of the J.0 objectives during the three periods did a majority of 
the respondents consider that it was fully or w mostly achieved;!' at this level, the percentage 
of achievement ranges from 14% to 34^ and it^is principally around "25%. lit may also be 
no£ed^„however , that if a rating of "somewhat 11 is .added to "fully or mostly", the level of 
"^cliievement ^of objectives is reported as being greatest for the recent period 1976-1980; for 
this period, the assessment of non-achievement averages 21% ,' compared with averages ot 36 and, 
*39% for the two previous periods. 



Table 8. 



Achievement of WHO's HMD objectives as estimated by 170 
« respondents from 74 countries, 1948-1980 



WHO/ HMD Objective 
r 

1 



Achievement (percentage of responses) 



Fully or 

Mostly 1 Spmewhat 



Not/ 

at All Total 



ip48-1967 

Reduction of health personnel shortage 24 
Higher quality of, medical education • 23 



-33 



100 
100 



1968-1975 



Training national health personnel 


27 .« 


44 


29 


100 


Strengthening teacher-traini<ng K 


26 


41 


*33 


100 


Improved continuing education 


16 


39 


>45 


100 


1976-1980 










Manpower suited to service needs 


34 


54 


12 


.100 


Implementation of integrated HSMD 


25 


56 


19 


100 


Strengthening of manpower planning 


21 


59 


20 


100 


Developing primary care teams 


22 


54 


24 


100 


Improved manpower management 


13, 


59 


28 


100 



Regarding the current HMD programme, the great majority of respondents from all types of 
country assessed its policy objectives to be 'appropriate to their country's needs. Of these 
positive respondents, however, about one-third thought that WHO activities to achieve these 
objectives were not carried out properly. \ 

With respect to ma*jor WHO objectives recommended for the coming 10 years, ^certain 
differences among countries of different types are interesting. If future objectives are 
classified as related ^ to planning, production, and utilization of health personnel, the 
distribution of priorities expressed by respondents from different types of country is as 
follows; — -*~ 



Type- of country 



Pr ior i ty 



Produc t ion 



'Planning Quant ity 



Relevance Util ization 



Developing low- income .High 
Developin£_iiiiddle7 income 41 High 



Oil-rich developing ^courrtrries ~~ ------ 

Industrial ized . Highest 

"Centrally planned High 




High 



High 
High 

High 
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Thus the highest priority in all three types of developing country for the next 10 years is a 
greater (quantitative) output of health personnel. However, most frequently wanted are 
auxiliary or primary health care~workers and not physicians or^nurses. In the industrialized 
(free-market) countries, however, improved planning is clearly the highest priority. In the 
centrally planned (socialist) countr iej^^There is a shared and moderately high priority for 
certain aspects of planning, and for the relevance but not the quantity aspect of production. 
Planning and utilization are of high priority, along with ^relevance, in low and middle-income 
developing countries, i.e., in the majority of Member ^States of WHO. 

[ With respect to the interpretation by respondents of* their country's HMD objectives in 
relation to those of WHO, the vast majority in all five types of country thought they we*e 
essentially congruent (i.e., concordant or similar). The largest dissent trom* this pre- 
vailing opinion came from 32% of industrial ized-country respondents and from 30% ot respon- 
dents in oil-rich developing countries. - 

Respondents were also asked their .opinion about, the extent of WHO's influence on their, 
country's HMD programme over the years. ihe answers coula be recorded as (1) mu&t LiupuctaaC, 
(,2) essential, (3) helpful, or (4) negative (i.e., none, harmful, unproven, or nonexistent). 
Opinions clearly differed among respondents from the various types ot country. In, the 
dev/elop.ing countries of both low-income and middle-income levels, the most frequent opinion 
was that WHO influence was essential, and this rating tended to increase over the years from. 
1950 to the present, and even fur ther,, *wi th projection into the future. For the low-income 
developing countries, the "essential" rating of WHO influence was highest at all times, but 
rose from 33% around 1950 to 50% in 1980 and 61% for the "future. For the middle-income 
countries, the equivalent percentages were 36, 50, and 57. For the oil-rich developing 
countries they were zero around 1950, rising to 44 in 1980 and 71 for the future. In indus-j 
trialized countries, on the other hand, WHO's work was seldom rated as essential; instead 
thje commonest rating by far was "helpful" - this rising from 47% around 1950 to 67% in 1980, 
and then declining to 57% for the future. All ~in all, respondents from the three types of 
developing country considered WHO's HMD influence to have increased significantly over the 
years, and those, from centrally planned countries shared this view. In the industrialized 
countries, however, the influence was predominantly regarded as fluctuating or basically 
unchanged over the years. «, 

An assessment of WHO's impact on HMD policies and practices in, countries may also be 
based on the field studies *of the six countries reported in Chapter XII, All six were 
developing countries; two of them (Ethiopia and Indonesia) in the low-income category used 
above, three (Malaysia, Costa Rica and Barbados) in the middle- income category, and one 
(Gabon) in the oil-rich category. ' t 

The overall influence of the HMD programme on these countries, it will be recalled, was 
regarded favourably. In the two low-income developing countries, WHO had played a distinct 
role in the establishment of training programmes for auxiliary health workers to provide 
primary care m 'rural areas. The renowned Gondar Public Health College in Ethiopia had 
received WHO collaboration from its beginning, and in both 'of these low-income countries the 
Alma-Ata Conference of 1978 made a distinct impact. Much of WKO's influence in these 
countries was regarded as conceptual, including the emphasis on the importance of prevention 
and the value of health teams. Some years ago, WHO had been of assistance in the streng- 
thening of medical education and in streamlining the training of nurses. 

In the three middle income developing countries, WHO had also played a significant role. 
The important Rural Health Services Scheme of Malaysia contained a major component for 
training health auxiliaries, and this had been developed with WHO collaboration. In Costa 
Rica, WHO's conceptual influence* was a crucial factor m national acceptance of a programme 
for trailing auxiliary primary health workers that ,had been pioneered by an innovative lo ; cal 
physician. On tjhe other hand, some previous WHO advice on nurse education led to an 
upgrading of standards which may have been counterproductive. Similar advice in Barbados for 
the separation of nursing education from the health services and making it more academic may 
have been unsound; but WHO's conceptual emphasis on the importance of primary health care 
probably played a part in the planning of a national health service in- that country. 

In Gabon, the oil-rich developing country, WHO played specific roles in launching first a 
school for. training nurses, midwives , " and other health personnel, ana then a university 
centre for training physicians and other members of the health team. Problems in planning 
and coord inaritm^ax£_p^minent here, in spite of 'the sudden wealth from oil*. 



All six countries in the field study loqk ahead to further collaboration from WHO through 
workshops, consultants, and fellowships / There is a general desire by these countries for 
closer participation in the selection of workshop topics, and there seems to be gteat and 
growing interest in health manpower planning, and management, as well as in training in 
health management. Fellowships have been universally regarded as helpful, despite general 
complaints about excessively bureaucrac t ie procedures in arranging them and some " infrequent 
but inappropriate types of- training experience. Spokesmen from all the countries alluded to 
the generally valuable influence of WHO as a prestigious international body; because of 
this, even more collaboration from WHO was^sought by health ^offic ials , in order to fortify 
their efforts to win greater support from their own governments. 

Regarding the question posed to each person interviewed about his country s possible 
influence upon WHO policies or programmes, no one in any oi the six countries was able to 
identify any such impact. It is hard to know whether thes? barren responses reflected 
modesty, whether they simply were due to non-participation by the persons interviewed in WftO 
governing bodies, or whether other factors were involved. It -seems likely that the process 
oi interact tun v«tween\ countries and WHO , which, as discussed earlier, leads to V.'H.O policy 
formulation, is very gradual, long-term, and subtly. It is'not the type of sharp, explicit 
impact that one could expect to elicit from short interviews. 

The essential meaning of these findings resulting from various efforts to study the 
influence of WHO on NMD policies and programmes in countri es difficult to interpret. One 
can say that, in general, health manpower policies in developing countries have been m6re or 
less congruent with the main thrusts of WHO, at least as far as the declared policy o^ec,- 
tLves are concerned. (We know that, in practice, declared national hea4ttt policies are not 
always fully implemented.) How much of thus congruence is actually due to WHO's influence is 
not clear, but a perception of th ls influence seemb to have heightened in recent » years . In* 
the more developed countries, HMD policies when they exist, may also be congruent with those 
of WHO, but little of this congruence seems . to ^att ributable by r esp o nde n t s to WHO. 
influence, as such. 

Recalling our discussion* m Chapter \l about the development of WHO policies and "pro- 
^**gr^mmeS'>4.i?€^a^ dytramic interact ion between Member States and the % Organizat ion, these' findings 
shou><r^ot be surpri-s-ing. The process of this interac tion is continuous and subtle, and it 
takes place" in" the midstjof manyofcher social and - pol i t ioa-1 r -X^j^^jJj>ej^Ung in countries. 
There ls broajd consensus , [par t icularly in _Uie— deA^e^ep ing countries ,/*irVrat WHO is ^prestigious 
and competent international body. Its* views or the views associated with it - as expressed 
through official resolut loos , but also as_ transmuted by consultants or at workshops or/in 
the reports of expert committees - are regarded as author itat ive ' and sound. Pol ic Les "and 
programmes in countries obviously depend t upon.the decisions of national leaders, but - , in 
ways that are very difficult to measure, - the formulation of those" dec i,s ions results from 

-wrfluence's of raul t iple'^ouroes . WHO is -clear'ly/ one of-those sources. With WHO's deliberate 

.priority for work in thjS^aevelop ing countries, i? is not surprisjjag^hat^-fcftt^ 
should be most conscious of WHO in f l ue nc e r jkraLas--WHa grows 'i^e^pef'renc e and matur ity, the 
extent of its impacts seems gradually £o increase* 
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SUMMARY AND CONCLUSIONS 
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Chapter XIV , ^ 
SUMMARY OF THE PAStf AND LOOKING .AHEAD 



lis study of international health manpower policy has tried to analyse this policy's 
development in countries and in, the World Health Organization- since WHO's founding in 1948. 
The analyses has been made against a background of political and social forces at play in the 
world during the^re last three 'decades. Events in countries ,have . led to many modifications 
over the years in policies and programmes for health manpower development (HMD), Through 
the dynamic interaction between countries and WHO r HMD policies in WHO have naturally under- 
gone change. As a forum for the interchange of national experiences, WHOr serves as both a 
conduit and a catalyst fors^new and changing ideas. *, 

* • o 
In this final chapter we shall^try to summarize the pathways of* programmes directed to 
spec it ic objectives, as they have been marked ouL by ihcuigiiig policies both in countries .ir.d 
.in WHO. We shall examine the operations of the entire HMD process, as it has been observed 
in a small sample of countries. *We shall note the highlights of quantitative trends in the 
world's total health manpower supply, and" try to epitomize trends in manpower performance and 
relationships to overall^ health care systems - including relationships to the population's 
health' status: We shall take note of what little we know about the influence of WHO in all 
these developments. Finally we shall attempt to look ahead. ' lri 1 what ways can HMD' trends 
of the past ^uide us towards sound policy formulation in the future ? \ 



Past developments in HMD policy , 

Growing out of organized international health activities starting in 1851, the World 
Health Organizat ionf took shape after the Second* World War, i^ 1948. Learning lessons c from 
its predecessors (particularly the Health^ Organization of the League of 'Nations), WHO was 
formed as an autonomous body - yet as one. of the specialized agencies brought into relation 
with the United Nations. More important than its/ differences -in form were its far broader 
scope of object ives' and 1 functions than those of earlier international health organizations. 
No longer limited to such issues as f the cross-national spread of communicable diseases, WHO's 
central objective became "the attainment by all peoples ot the highest possible level of 
health". ' * f 

The administrative structure of WHO, with—its World tfealtt) Assembly, Executive Board"; and 
Secretariat - the latter including headquarters and six regional offices - facilitated a 
dynamic process of pplicy formulation that! grew out of the constant; interaction between WHO 
and its Member States. Influences flowed in both directions* on the many aspects of health 
with which WHO is concerned. From the outlet, WHO collaborated with countries on streng- 
thening the training of health personnel. The administration of this work was primarily the 
responsibility of a Division of Education and Training, which after some two decades evolved 
into a Division of Health Manpower^ Development .. 

* » '* \ <■ 

The formulation of policies and^ .their implementation through programmes depend on a 
process that should start with' the identification of problems. itfe precise way that a 

^ ' ri ice on the policy objective that will 



problem is perceived and articulated has a great_ J^gf^e: 

be proposed for solving it. In HJlD^^if a pp^^nr^ra' perceived as a national shortage of 
physicians, that will lead to polities aitd programmes very .different from those growing out 
of the^same problem perceived as_the nlyj/avairabiTit y, of -.primary health care for * rural 
populations. .The changing identification of problems , over the years, 'therefore, -~~fias led 
naturally to the ^formulation of changed policy objectives. " As new policy objectives 
emerged^, the old ones did not necessarily die out^ but tney often tended to recede t</ a lower 
priority, while the new ones attracted greater attention ooth in WHO and in its Member States. 
4 * } \ 

An analytical review of HMD problems identified over the years 1948-1980, and of the 
policy \ object ives formulated in response, reveals* a complex evolution. Since the nature of 
the problems is implicit in the policy objectives formulated to tackle them, accounts', of, the 
latter tell us a good deal about the former! Thus, in very rough chronological order, HMD 
policy objectives in WHO have evolved since 1948 approximately as^follows : 

eric . ie: . / 



158 - 



1. Increased quantity of conventional health personnel 

2. Improved quality of all t/pes of health personnel 

3. Cross-national equality of health personnel training 

4. Geographic coverage of countries with health personnel / 

5. Efficiency in production and use of health manpower " * 

6. National planning of health manpower 

7. Relevance of health personnel to national neetis 

8. a Integration of health services and health manpower development. 

It must be emphasized that the later objectives did hot always entirely replace the earlier 
ones, but mainly supplemented them. - also usually acquiring higher priority. For .the 
achievement of some policy objectives, such as relevance, several specific HMD programmes 
might be implemented, as we shall see. Likewise one HMD programme , such as the training of 
health auxiliaries, could contribute- to the attainment of several policy objectives. 

* » * 

In order to trace the evolution of policy objectives, and the corresponding programmes it 
is helpful to consider events between 1948 and 1980 in terms of fcour time-periods. Even 
enough, as notea ^bove, liie Lli*1 *tep in the prdcess of policy formulation - problem identi- 
fication - starts in countries, and likewise action programmes are naturally implemented - 
within- countries, a convenient periodization of the 33-year time-span can be based on the 
instrument of periodic planning^known as "the General Programme of Work Covering a Specific 
Period. Accordingly, four periods can be conceptualized as follows: 



Period 
I 
II 
III f 

IV 



Years 



1948-1951 
f952-1961 
1962-1972 
1973-1980 



General Programmes of Work 
None 

First and Second 
Third and Fourth 
Fifth and part of Sixth 



These time periods are helpful not only -for tracing developments in WHO's programmes and 
those of its Member States, but also for relating these developments to larger world events, 
socval and political.. These events have inevitably intluenced strategies within countries, 
relationships between countries, and the whole dynamics of WHO. Accordingly, on the ba*sis 
of the above periodization, what have been the developments with respect to each of the eight, 
D policy objectives listed above ? . * 



quantity objective . Reviewing the trend across thirty years, we fiiuL that the objective ot 
increasing supplies of conventional health personnel (pr imarij^phy^jp.ans and then nurses) 
was clearly the number one priority in the early days of WHO - in Period I (1948-1951) and 



also in Period II (1952-1961). This objective was promoted by virtually all techniques in 
the WHO roster of 'working methods - by fellowships, expert committee and other meetings, 
short-term and long-term consultancies, provision of equipment and^ supplies , numerous publi- 
cations, etc. In Period III (1962-1972) the priority of this objective was noticeably 
lowered by reason of higher importance becoming attached to the training oi other 'types of 
personnel, as well as greater stress being put on the characteristics of the physicians and 
nurses produced, as distinguished from their mere, number. In Period IV (1973-1980), the 
quant ity ' object ive, along conventional personnel lines, declined in importance in WHO 
policies although the effects of previous momentum towards this goal still continued - but at 
a lower level - in most countries, both developing and industrialized. The establishment of 
mcMical and related professional schools was proving very expensive for developing countries, 
and the graduates of these schools, in any event, were in most cases not meeting population 
needs for health care; training other types of personnel held greater promise. 



Quality objective . Considering the quality objective in the .WHO health manpower programme 
as a whole, its early formulation was inevitably influenced by the perception ht problems 
growing out of the devastation of the Second World'War, and then out of the rise of many 
newly independent nations that had recently been colonies. The pride of those .nations, 
asserting that they would not accept second class* standards, combined with traditions of 
academic excellence in 'the h ighly\af fluent countries, yielded a period in the 1950s, when 
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high quality standards (by'vhidi usually standar<*s,S&& the v highly developed countries were 
understood)'* in all types of professional education of health personnel became a major objec- 
tive. (There were indeed quality deficiencies health professional education income develo- 
ping countries - highlighted by criticism from local^upper7class families and from leaders of 
thS medical profession,) ~ This approach continued into the early 1960s, but then - as other 
manpower cons ideratyftns became more prominent in the later 1960s, .such as population coverage 
and' manpower planning - quality goals receded. By the mid and later 1970s, conventional 
quality objectives had become more manifestly irrelevant and merged into advocacy of rele- 
vance of education to health service needs and throtigh them to the health needs and demands 
of the population . 9 

« 

Equality objective . 'An objective articulated in'Period I was cross-nat i.onal equality of the 
training, and eve*n the licensure, of health personnel (particularly 'physicians). During 
Period II, the same issue formulated as mijgjgwflr international standards of medical education 
was still being raised, but the only action taken by WHO governing bodies was to call for 
study of the question. Such a study was not reported until 1963, in Period III; in spite 
of the elasticity of the recommendations, however, little definite WHO action was taken on 
the issue, except .for the proposal of a somewhat vague definition of a physician. In Period 
IV, the issue of c equivalence of degrees became concentrated on collaboration with UNESCO for 
mutual recognition of degrees, qualifications, and diplomas in" the health field; there was- 
also a call for the study of basic models of medical curricula. In the meantime a new and 
essentially apposite problem - the brain drain of skilled heal th • manpower from the Jess 
developed to the more developed countries was identified, "\ WHO conducted an extensive study 
of the worldwide migration of physicians and*>nurses - | demonstrating that market forces 
essentially determined the flow of these personnel from' countries overproducing them, in 
relation to their economic capacity to absorb their services (regardless of objective health 
needs), towards countries underproducing personnel in relation to their greater economic 
capacity to absorb them. Clarification of these realities may have he?lped to cause a 
reduction of the brain drain problem in the late 1970s, anti a greater appreciation, of the 
importance of training the health manpower in types and numbers - and of qualification^ and 
competencies most appropriate to the needs of each Country. 

Coverage objective . The development" of WHO policy towards an objective of total population 
coverage jtfith appropriate health manpower evolved through stages that can be defined rather 
clearly* In .Period I (1948-1951), the need for extending health services to rural popula- 
tions was explicitly identified", but the training of auxiliary health workers was slight in 
extent and limited largely (with a few exceptions) to rather narrow functions in fields such 
as midwifery and sanitation. There was little, if any, recognition of the value of health 
auxiliaries to achieve population coverage. in Period II (1952-1961), as developing 
countries acquired a stronger voice in WHO, programmes for training auxiliary health workers 
with broader functions were more widely promoted* but the policy issue remained quite contro- 
versial. Only a few countries, such as Ethiopia and Malaysia, organized impressive pro- 
grammes - at least in concept, if not in actual" achievement - for training auxiliaries to 
provide rural health services. In Period III ( 1962-1972)*, as the deficiencies in rural 
population -health care coverage very obviously persisted, the objections and uncertainties 
about the -training and utilization of auxiliary health workers gradually but- definitely 
declined. The long-established feldsher of the USSR was accorded greater worldwide 
interest* In some t developing countries,^ nevertheless, previous progress # towards greater 

population coverage was, in a sense, hampered by a policy of upgrading medical assistants to 
the status of fully-fledged physicians (in spite of their customary urban concentration). 
Period IV (1973-1980), however, saw' the clear ./emergence , as a top-priority objective in most 

i developing countries, of total population coverage with personnel appropriate for providing 
health care based on primary health care. The international, consensus of public health 
leadership achieved at the Alma-Ata Conference of 1978, "and even the belated recognition of 
the potential value of practitioners of traditional medicine in many developing countries, 
contributed to this policy trend. By 1980, total population coverage # with health services 
was recognized as an essential objective that mosC developing countries could attain soon 
enough only by a rapid expansion of programmes for the training and use of non-conventional , 
multipurpose auxiliary health personnel. 
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-Efficiency objective . Several strategies in WHO f s programmer /or the development of health 
manpower field have had the objective of enhancing efficiency - implicitly if not explicitly 
- in the performance and training of personnel. These- strategies m have involved programmes 

- to promote the development of health* auxiliaries, health team's, health management, and health 
personnel teacher training. Each of these activities has, in turn, evolved over the years 
towards objectives different from those* e-nv-isaged in the beginning. Thus, the use of health 
auxiliaries was initially motivated by an objective of efficient'' or non-wasteful provision of 
health services - which* later evolved towards a predominant objective of total population 
coverage with health services based on primary health care, •^^^s^pme countries, this was 
originally regarded as a temporary expedient" until enough physicians^ could be trained, but in' 
most countries health auxil lanes 'came to be regarded a's having a permanent place in health 
care systems. , The strategy of personnel Qoordination_J.hrough health "teams was designed 

, initially to provide the necessary supervision of auxiliary health workers, but it evolved in 
time towards a much larger 'objective of achieving efficiency in the functioning of all health 
personnel. The strategy of training ih management w£s oriented, among other things, towards * 
the management of health personnel as such (career Structure, working conditions, et c.) so 
that they would perform efficiently; the main objective, however, was increasingly fbcused 
on training for effective management of total health systems. Finally, the strategy for 
training teachers of heaich personnel** was conceived untidily to fnect: the major' goal of 
pedagogical efficiency, so that the teacher 1 s • e f for ts y ielded ^fewtfwnum student learning; 
soon, howdver, its predominant goal became designing educational programmes which facilitate 
learning with maximal relevance to the health service needs of each country. 

Planning objective .' For numerous social and political reasons, the role and "importance of 
general health plannrng, anti health manpower planning in particular, were hardly recognized 
in the first two Periods (1948-1951 and 1952-1961) of WHO. then, with the somewhat belated 
appreciation among non-socialist countries of the value of planning', in Period 111^(1962- 
1972 > WHO began to promote general planning activities, including HMD programmes "with a 
planning objective. , In Period IV,. it was gradually recognized that purely technical 
planning procedures -*not realist icalty* related to the total national political and economic 
-t^scene - seemed to have little impact on health, policy decision-makers. There evolved in 
ttus period a -broader concept of the total health manpower development process,* in which 
jmanpower planning became regarded 4 as one component linked integrally to the production and 
^management of health personnel, for the purpoee of providing needed health services. 

v ^ » 

Relevance objective . Many activities linked to ' th«- object ives discussed above implied also 
a goal of relevance, but beyond them numerous other educational programmes were directed 
towards increasing the relevance of health personnel to society's needs. Strengthening of 
instruction in preventive atid social medicine was one early strategy of this sort; by the ^ 
1970s, howevef, *°this particular" approach was replaced by other broader ones. As special 
health issues became prominent - such as radiation Hazards^ "6r mentaj^ and related disorders - 
emphasis on their incorporation into med icaT educat ion "wa^ another form of advocating rele- 
vance. Efforts to achieve more effective methods in* She teaching/learning process had 
started wiTTt* an objective' cr£ efficiency, but they evolved after about 1973 intc^/a strategy 
. f or achieving relevance in education. Finally, in. reaction to excessive specialization in , 
'medicine, there arose in many countries and in WHO a call for greater attention to general 
medical practice* and to training students outside the hospital setting. Aftefr about 1975, 
all these .forces developed into a significant movement in certain countries, and vigorously A 
in WHO, to achieve comprehensive reform and reorganization of health personnel education, to 
ensure ^cftlfivance to the true health needs of communities . In spite of all this, the objec- 
tive /tff relevance is far commoner in rhetoric than in reality, and vast challenges must be 
facedito convert the concept into everyday HMD practice. 

Integration objective . The, formulation in WHO of an objective to adapt health manpower 
development policy and practices to the needs of the health -services - to integrate 'health 
^""services and manpower . development (HSMD) - gradually emerged as the culmination of several 
previous objectives* ' Obvious though this principle of integration may seem, on grounds of 
logic, the development of the two sectors - education of J*£alth personnel and health services 
- along two separate historical .paths created problems almost everywhere in the world. Y^t, 
in the early years of WHO (Period D- th& HSMD objec tiVeu Jwas implied in various official 
deliberations; in Period II, the need -for integration had already become ^explicit. By 
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Period III, the integration concept was theoretically supported, but it still-^did not lead 
to any programme action. Both in WHO governing bodies and in the ^Member States, there were 
many, forces defending independence' and autonomy for educational institutions. In the 
meantime, various types of integrated activity were being carried out in special projects and 
*in certain countries with respect to health manpower planning, production, or management. 
In some countries definite administrative mechanisms were established to integrate the two 
sectors at the national ~\evel; in others there were local demonstrations of integration. 
Finally in Period IV, the HSMD concept!' matured to the point at wh4ch it received specific 
v formulation and was then generally accepted as the major long-term objective of WHO manpower 
policy. It embodied the idea of integration not only within health manpower development 
{planning, production, and management)' but also between the entire HMD process and health 
services development as a whole. Through World Health Assembly resolut ionsr, WHO General 
Programmes of Work, expert committee reports, and similar channels, it was decided that the 
ultimate determinant of health manpower* planning, production, and -use should be the require- 
ments of each country ! s well p Tanned health* services development. 



This completes our analytical review of the development of HMD policies in WHO and Member 
States over the years* 1948-1980^ ^ Along thejpathways towards these etgh.t policy objectives, 
evolutions can be traced from conventional towards innovative ideas, from mechanistic 
adoption of foreign models towards^ concepts of greater relevance or adaptation of HMD stra- 
tegies to the true health needs— ef each country. We know thfct in the world diverse actions 
pursuant to all or most of the eight objectives have been goipg on at the same time. How 
did these multiple activities interact ? 

• In oriier to attempt to answer this question, tielA studies of the entire HMD process were 
made in the six selected* countries reviewed in Chajpter XII. Through numerous on-the-spot 
interviews/ observations , and data collection, the process of health manpower planning, 
production, and management^ could "be described ia a horizontal sense - that is, with accounts 
of programmes directed towards various goals operating side-by-side. — 

HMD experience in selected countries 

As has been n ^ ted ^ n Chapter XII, to gather insight on the overall operation of the HMD 
process in countries, six nations with different settings were selected. All were develo- 
ping countries, but illustrating a wide range of socioeconomic development. On the basis of 
measurements- of their national wealth (gross national product or G^P per capita )/ their 
literacy rates,- and male 1 ifet expectanc ies at birth, a compos ite. P/L/E index of~~development 
was calculated for each country. In their 'rarfking order according to this index, the six 
countries studied were: 



^ • " * -A P/L/E index 



Count r 

Ethiopia , 16.5 

Indonesia 39.1 , 

. m * Malaysia ' 50.0 \ 

Gabon 51.4 \% 

Costa Rica ^ x * 60.9 

Barbados / 70.8 

While there are obviously many differences among these countries beyond GNP , literacy, ,and 
lLfe expectancy, the index composed from these three indicators shows them to vary in thei^r 
levels of development by a rang e. of more than 4:1. 

In all s ix countries , there has clearly been recognition of ''the need for the etrt ire HMD* 
process to* be relevant to the implementation of overall national health plans, even when 
there have been manifest deficiencies in that* process. Deficiencies may character ize^, the 
planning > the production, or the utilization^component of the process, or of two or even 
three ofS these. There are generally also difficulties in coordination, among the three 
components of the HMD process. A crucial determinant of the overall functioning of the HMD 
process, as well as its integration with the development of the nation's tot-al health 
services, seems to be the degree of the nation's commitment to public responsibility for 

r • ' 
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health care . Where this commitment is stVong, there seems to bje a greater determination to 
overcome problems and to plan, produce, and use the health personnel that are ultimately 
required to meet .health needs. « ^ 

In two of the countries (Ethiopia and Barbados), the political commitment to a compre- 
hensive governmental health care system appears to be very strong, while in two others 
(Malaysia and Costa Rica), this 'political commitment may be described as moderately strong. 
In the last two countries (Indonesia and Gabon), one may say that the political commitment to 
public responsibility for health care is less str-dttgT Fhah in the other four countries. 

In all six countries there have been many achievements and THere are, of course/ many, 
persistent problems. In all but one (Barbados', a* small island Sphere are still serious 
rural handicaps. Preventive and cuj^tive services are r\ot well integrated in any of the 
countries, although this is being worked towards in all except Indonesia and Gabon. Exqes- 
sive specialization characterizes two of the countries (Costa Rica and Barbados'- the two 
most^highly developed), i*n the face of unmet needs for primary care and even wasteful use of 
specialist time for such care. Certain educational institutions in all six countries put an # 
inappropriate emphasis on sophisticated specialty training at the expense of adequate , at ten- 
tion to the output of primary health personnel. . Inequities of a greater or lesser .extent^ - 
in the use of overall national resources - tend # to be caused principally by the operation of 
a private market for the sale of health services. 

WHO has collaborated with all six countries in their efforts to reduce many* of these 
problems". The quality of WHO's collaboration is generally assessed favourably in'all the 
countries, although criticisms of some bureaucratic procedures are common • (part icularly with 
regard* to the administration of fellowships). All countries seem ^to be eager to contribute . 
more actively to the selection of subjects on which WHO workshops* and symposia are held. 
Training in heal ttr services management has high priority. With respect to the future, tell 
six countries seek continued collaboration with WHO m-HMD v - particularly in the planning and 
management components. Collaboration in health manpower production see^s to be less fre- 
quently sought (perhaps because training programmes # are fairly* well developed), except in 
Ethiopia, which seeks collaboration in this component^ also./ In >pne of the countries, 
however, was^any respondent able to say in what way his or her country had influenced the 
policies or programmes of WHO. • 

The effectiveness of WHO f s collaborative work in contributing to the improvement ot 
national health systems or the development of theif manpower, was beyond the 'ability of the 
investigators or anyone interviewed to judge. In all six countries, nevertheless,* there 
have manifestly been objective health improvements over the tast 30 years. Even though 
problems persist in all areas of health, WHO efforts have tended to support the work of 
competent national authorities and personnel to reduce those problems. There can be no 
doubt that progress in countries depends far more on the dedication, political commitment, 
and. competence of nat ional "heal th workers than on 1 the input of any. international agency, no 
matter how we41 done. One can still surely conclude, however, that - both in its direct 
► performance and^ In its conce'ptual and "promotive inf luence'-WHO has usually worked on the 
side of progressive endeavours to achieve greater equity in the health sector of all six 
countries. f 

Although the six countries studied in the field were sufficiently diverse to yield the 
general observation of fered^ above , they .d id * not , of course, constitute a representative 
sample of the 156 Member States of WHO. To learn about health manpower trends in the world 
as a whole, "it was necessary to undertake studies along^other lines. 

World trends in health manpower ^ 

On the basis of ^statistical data available to WHO/ * comp i led from reports submitted by 
countries, it was possible to describe some recent trends * in the supplies and ratios to 
population of certain types of health personnel. Through inferences that may be drawn from 
a variety of information sources, it was also possible* to descr ibe^certain trends in health* 
personnel performance (qualitj^ efficiency^ and relevance, as defined earlier), as well as 
trends in larger social policy issues - suctK as health manpower planning, population cover- 
age, and the integration of health services and health manpower development. Trends in the 
health status of populat ions' of the developed and developing nations ctfuld al$o be delineated 
• \ ■ * 
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from available data, and statistical^ correlations could be explored on relationships to 
socioeconomic indicators as weir as^indices of health manpower. ' From interviews and a 
questionnaire survey of expert opinions, some estimates could be offered about the perceived 
influence of WHO in the development of HMD policies and programmes in countries. 

From these several sources of information, one may conclude that there are many indica- 
tions «of a worldwide movement towards greater and more forthright efforts to plan, educate, 
% and make more reasonable use of health personnel. On the who*le, the numbers of physicians, 
nurses and, in general, of health workers - and their" ratios to population - have increased 
throughout the world, but the^se increases have/ been extremely uneven between the developed 

* and the developing countries. There is stiUr a severe shortage of all categories of health 
workers, but expecially of physicians, in many of the developing countries as well a*> outflow 
of grained heal-th workers from developing to developed countries and concentration of those 
workers in cities. Experience has also shown that by simply training more of the .same, more 
phys icians » and nurses, etc. unmet 'health needs of very large population groups in those 
countries will not be met in the foreseeable future. With respec.c to efficiency,^ there has 

^been an increase in the use of health teams and «of trained auxiliary personnel within them - 
even though the pace has been far less than the obvious needs. More personnel have also 
been trained in the management of health manpower and . services . The real health needs of 
developing cQuntnes , nevertheless, remain vastly beyond the capabilities of current health 
manpower resources to cope with them. 

With respect to the relevance of health personnel training to actual needs % 'there is 
evidence) of some improvement as reflected, for instance, in the expanded teaching of preven- 
tive anh social meditine jj^n both developed and developing countries. ThLS is not, of 
course,- to suggest that PSM teaching is the^ panacea for the problem of irrelevance . In 
developed countries, an earlier rapid trend towards excess ive v med ical specialization became 
slowed down around 1970, as a mo'vement arose for strengthening general or family practice. 
A slow but definite appreciation of the value of teacher training in schools of medicine and 
nursing seems to be developing in- all Member States. A small but growing traction of 
medical, nursing, and other ^chools of health personnel have been reorgani zing t heir entire 
educational programmes towards achieving much greater orieatation to community health needs. 

Although /techniques of health manpower planning have often been unsuccessful, many 
countries have acquired' greater consciousness of the value of quantifying their supplies and 
distribution of health personnel; studies have been showing shortages or surpluses in 
various fields, sometimes stimulating corrective actions. In recent years much greater 
cbverage of populations with Some suitable type of personnel has become formulated as a 

• national objective; most often, a strategy of training many^more auxiliary workers for 
primary health care has been launched in order to attain this" goal. This strategy has led 
to remarkable achievements in certain countries, f but the worldwide picture is yet far from 
being bright. In any event, much remains, to be done to reach the main social target & ot 
"Health for all by the year 2000", formulated first in 1977 by the World Health Assembly 
(resolution M1A3CU43) and reiterated and reinforced, along with the concept of primary health 
care as a key to its achievement, at' Alma-Ata in 1978. In order to bring about closer 
integration between health manpower and health services development, coordinated administra- 
tive actions have been taken in numerous ..countries at several levels. Here again, however, 
only a beginning has been made in achieving the necessary integration between these two major 
components of national health systems. 

In spite of all the 'persistent ^Tssease's and social difficulties in the world, the life 
expectancies of populations have increased sj.gnif fccant ly^ over the last 30 years; this has 
been true* in both developed and developing regions of the world. Life expectancies, how- 
ever, ar$ still much shorter in the developing regions, although the degree of improvement in 
those countries has actually been greater than m^the developed regions. ' Regarding other 
indicators of health s<^tus> nutrition, and ^general wellbeing, the evidence on trends in 
countries is far from clear, but the disparities here too are intolerably great. AnalysTs 
indicates that much the largest determinant of health status (as reflected m .life expec- 
tancy) is the general * s'oc ioeconomic level of a country; nevertheless, greater health man- 
power resources may make an additional contribution to the improvement of health status. 

How much of the changes can be attributed to the infVujence of WHO is very difficult to 
assess. In the opinion of informed observers throughout the*world, health manpower policy 
progress i-n the developing countries has been partially but s ignif icant ry-^ttr ibutable to the 
influence of WHO. Th is , influence seems to have increased in rec*ent years. The impact of 
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WHO in industrialized countries is less certain. In any event, there is a great deal of 
congruence between WHO's HMD policies and the corresponding policies advocated (if not fully, 
implemented) in both developing and developed countries of the world. 

The future - a view based on this analysis 

At the head of this study we quoted the following sentence by the Director-General of WHO: 

"To look forward with vision, it is wise to glance backward with perception - not to be 
bound by history, nor to b^me ourselves or our predecessors, but to learn lessons as a 
springboard to the future" B 

Then, in the introduction to this- analysis it was said that "as ^t-he study is definitely 
future-oriented, its -final aim lis to draw conclusions as a guide for future development". * 
It is therefore legitimate to ask here: what are the lessons to be learnt frorn^ this 
analysis; what are the suggestions that could be made ? 

Looking into the future, it, may first be stated that the positive elements of development 
s-eem .to auger well for a more rapid progress. It has been established that there is now # a 
very c£ear, systematic awareness of both quantitative and qualitative problems; that there 
is a clearly stated policy based pn the coherent concepts HSMD discussed and endorsed by 
representatives of ^all Member States (resoTution WHA29.72) and firmly xelated to health for 
all by the year 2000 through primary healTtTrcare; that there is a well elaborated strategy 
with some new methods, closely linked to the strategy for health for all by the year 2000; 
that there is a growing unity of .all organs of WHO on the b^is of a common understanding- of 
the common goals; that there are more and more Member States tnH* display different degrees 
of political will to ac't decisively fbr health for all by the year 2000 through primary 
health care which, m 'the field in question, means an integrated development of health- 
services and health manpower (HSMD); and that resistance to the new pslfties and strategies, 
though still very powerful, shows some signs of diminishing. Taken together, these facts 
indicate tfiat } cond ft ions are now favourable for a' more rapid development in the right -direc- 
tion. A clearly growing political pressure is»now being exerted by the world community of 
nations orf-'Member States to do what they can on their ( own / *and to cooperate with others, to 
achieve health for all by the, year 2000 through primary health care. ^ - 

The first conclusion for the future therefore seems to be: in the past few years,, in* the 
second half of the 1970s, a- new HMD policy and programme both for Member 1 States and - in 
order to cooperate with them - for the Organization has been elaborated and its implementa-, 
tion has even started. It is "therefore evident that the analysis suggests the continuation 
of (a) further adaptation to the ever-developing needs and demands, and (b) the consistent 
implementation of policy and programme both at national and at international level, as 
•foreseen, in resolution WHA29.72 and in the long-term HMD policy document endorsed by it 4 
(d&cument A29/15) 1 and amended on the basis of the AlmarAta report and the strategy 



document. ^ 



It also seems to be evident that a systematic approach should be maintained in the 
development of the HMD programme, both nationally and in the Organization. At national level 
the ways and means to ensuTS 'health for 'alTby the year 2000 through primary health care are 
charted in" the national strategies for health for all by the jear 2000, elaborated ' m 1980, 
based on the adaptation of principles enunciated in the Alma-Ata Declaration^ and report.^ 
This means that the health manpower should be platined, produced and managed to man teams in 
well planned health services adapted to local conditions, needs, demands', and resources/* 

+ % Internationally, on the basis of this analysis, the following clusters of activities 
might be recommended: 

1. Technical cooperation on a partnership basis and aimed at clearly defined national 
targets promoting national self-reliance in " socially highly relevant areas which have 
significant and direct impact on health services development and,, through it, on 
health. Cooperation may have to be concentrated far more than now on; 

-promotion of national' political decisions to elaborate and/or reorient, as needed, 
explicit health manpower policies in'the spirit of the HSMD concept, to implement them 
consistently,, to moni-Cor implementation and rectify policies and/or implementation as 
shown to be necessary hy the results of monitoring; 
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- promotion of establishment and/or strengthening of mechanisms, at all levels, 
necessary to carry out all these activities and to make national policies and pro- 
grammes as well as decisions taken at World Health Assemblies and their national 
consequences and adaptation widely known to all those concerned; 

- promotion of technical, cooperation among developing (and developed) countries (TCDC) 
also in the HMD field; 

- promotion of the planning and especially the management (utilization) aspects of the 
HMD process (there, is a rather general feeling that after decades of concentration on 
the production aspect, the time has come to focus cooperation also, and emphatically, 
on these .aspects) ; 

- promotion of innovations, to increase relevance, in all elements of the HMD process; 

- promotion of key activities, whose success may f acilitatel*ahd/or . speed up the achieve- 
ment of principal national objectives, such as promotion of: 

, - elaboration and application of simple methods of? health manpower planning, 

- development of .community-based, mult iprofess ional education programmes which are 
oriented towards the job and towards problem-solving, 

^ - teacher-train'ing, 

- production, evaluation, and dissemination of teaching/learning materials, 

- management training, 

- improving the efficiency, i.e., the proper management af health workers, » 

- monitoring of utilization of health workers, and 

- continuing education/ 

all these activities being undertaken with special regard to^he development of primary 
health care; and finally 

- promotion of action-oriented, progress-relevant HMD research. 

In- its coordinating capacity the Organization will have to play a more active role than 
it "has done so far as the coordinator of international healtji work also in the HMD 
fi'eld. There are a very great number of agencies, b\)th governmental and nongovern- 
mental, wtuch are active in thj.s domain and Coordination is badly needed if harmful 
effects are to be avoided a-nd/or eliminated. The multisectoral approach, already 
practised in the past with organizations such as UNESCO and ILO, must be broadened. 

^ < <* * * • ^ ' " 

A permanent monitor „ and .evaluat ion of all elements of the programme to note progress, 
efficiency, ^effectiveness and impact. It will be necessary to keep a constant check on 
the problem-list, wilfh great* problem-sensitivity, to notice the appearance of new 
problems, the change of character in old problems" or, hopefully, the waning/disappearance 
of some* Policies should also be monitored, evaluated and changed in the light of 
changing problems. New strategies should be applied to the solution of new problems^ 
and/or old strategies modified appropriately. As new problems that may emerge in the 
future cannot be fore-seen now, it is impossible to suggest what new strategies will be 
needed to deal with them. However, it is -clear that *there will be a need (a) to stimu- 
late and promote innovation in all aspects of HMD, protecting* it against unjust attacks 
but ensuring fair evaluation, and on the basis pf this evaluation to initiate the 
necessary action as well as the propagation and adaptation of successful aj|d useful 
experiences; (b) to use the network of innovative institutions, working for the same 
goals, on a wider scale; (c) to fight, and help others to fight, resistance to innova- 
tion and progress by ^e^ucating, persuading, and informing governments and decision^ 
makers, and by winning over professional groups, maintaining dialogue, discussing, 
convincing, disseminating information, and exposing the failure of outdated and outmoded 
concepts and approaches, as well as demonstrating the advantages and disadvantages of new 
concepts and strategies. In all this the WHO Secretariat would be working and ,thiuk*ng 
together with - and being a sounding board for — Member States and governmental and"' 
nongovernmental % organizat ions . * * 



Obyiously, the role of the WHO Secretariat will change. It will have' to play fully its 
stimulating, thought-provoking and coordinating role in constant interaction with nationals 
at all levels as promoter and catalyst, as an agent for chapge, clearly and unequivocally 
placing emphasis, at least in the foreseeable future, not only on technical matters but also 
on political stimulus and promotion, shifting the emphasis from the "how-to the " what for ", 
while at the same time strengthening 1 ) its technical role. 

The analysis makes it possible to reply to the logical next question as well: what 
should the political stimulation and promotion aim at? While the technical content and 
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emphasis will be different in eatfT Member atjiter^K^^JaJ^all of^them will.be that HMD 
policies, programmes and actions are invariably directed to tTiB- ^levance of the HMD process 
to present and hypothesized future community** health needs. 

The second conclusion , therefore, is that political decisions are needed so .that 

(a) the permanent national HSMD mechanism that is established and/or strengthened 
defines clear and unequivocal health manpower policies based on the recognition that develop- 
ment of health manpower is only one component in the development of health services, into 
which it must be properly integrated, i.e./ £hat health manpower has no meaning _m isola- 
tion: it is uniquely an instrument for effecting health care; . 

(b) the permanent HSMD mechanism 'foster? the functional integration of the three main 
components of the health manpower development process (planning, "production", management) 
into a composite whole, which is then integrated wilh the development of health services, and 
these in their* turn aim at covering^ the entire population of the country with, at least, 
essential health c^are; % ~ , 
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(c) health services, .relevant to t;he health needs and demands of the entire population, 
are staffed insufficient -numbers -by health personnel whose skills have been developed m 
answer to health problems to be solved; 

(d) health manpower plans are "prepared in conformity with the health manpower policies 
(see 'above) arid "as an integral pact of the managerial process for national health develop-* 
raent, which strictly identify and- define the categories and types of health personnel to be 
trained, as well as their numbers and ratios, with a reasonable and clearly stated distri- 
bution of functions, indicating the knowledge, skills and attitudes, area .and level of 
competence needed- to carry out the tasks to be performed by each of them, thus also defining' 
the composition of the health teams, 5 striking the balance among health team members that 
is best adapted to local conditions; 

(e) the "production" of health' manpower conforms with the health manpower plans, i.e., 
new training institutions and 'programmes are -establ ished in order to,' and the existing ones 
are geared to, "produce" the right types and categories of health personnel in sufficient 
numbers able and ready to' meet the health needs and demands of the entire population. This 
means the development of educational programmes which are (i) integrated on a problem-solving 
basis, (ii) community oriented and community based, 11 (iii) multiprofessional (team-based; 
in character, (iv) job-oriented (v) based on the clear understanding that you are excel- 
lent only if you are relevant", and theref ore* ( vi ) adapted to the development of sciences and 
to- local needs and resources; 

(f) >the management of health personnel ensures "that trained personnel are used to the 
best advantage by the health services, i.e., they are employed and administered properly for 
maximum ef fectiyeness of ' ,4iealth-|eryices usingUhe smallest volume of skill or group of 
skills with the necessary Wla ted- knowledge to perform a specified job; 

(g) a constant monitoring (surveillance) 7 procedure 'i*, established which monitors the 
ut,iLizatkpn of healt'h personnel and ensures that the results "are fed back into the planning 

" ana production process , 'wh ich is then readjusted^ accordingly, r" -» 

* -""Worn this l^st, given by way of example, ip is clear that a new emphasis shouid be 
developed so that, for instance, in addition' to continuing, and even strengthening ana 
accelerating the elaboration of new, simple methods of health manpower . planning and collabo- 
ration with Member States 'in theis-effor ts to establish health manpower planning as a per- 
manent process, jamphasis would also be put on stimulating the right political decision to 
introduce and/or* strengthen health manpower planning as described above in item (d), as an • 
integral part ot-the national HSMD system and' of the overall national health planning 
process. In-t^Tsame way, it will no longer* be enough, for example, to promote the develop- 
ment and utilization of the "best" methods .of 'the teaching/learning process. Emphasis will 
have" to be put here not only on "how" but 'also and in first place on 'what for , 4. e., .what 
the training programme is carried out Jor.'what it is aiming at.. Is it aiming at training, 
for example -very Jjighly qualified academic ians^quivalent with those of country X or techni- 
cally and socially welTTrepared, reliable profelsionale able and ready to serve their people 
and meet their health needs and demands ?- It is clear that while the how is a purely 
technical ^question, the "what for" is acutely political. 
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Af£er all, if there is one great less*oir.to be learnt from this analysis, i*t is that the 
key tp further progress in the HMD field, in terms of the goal of health for all by the year 
2000 through primary health care, is the promotion of national political will to seek out and 
apply the right solutipns to ,wel l-diagnose<i priority problems. There seems to be a heal th 
challengeT tage to which a right , and unequivocal, political" response is needed. WHO is 
^uniquely well p'i-aoed to stimulate, °as agent for change, this right type of political response 
without which even\the best technical solutions may le^3" to a deadlock, as the lessons* of 
this analysis abundaXtly tea^h us." It seems therefore that priority should now be given, at 
for a while, to\ the stimulation of national political will and the appropriate techni- 
cal^^p^oaches and solutions should all be* ^subordinated to the clearly set mam targets 
supported b^^l^t fitfm national will.* However, 'it has to be added for clarification that 
WHO being par 'exceTjraoge a technical organization, tne pol it ical stimulation -should always 
aim at the utilization Ca>-9i£_the best solutions, i.e., chose most appropriate technically , 
and (b) application of those soTuT-ioiisto the right purposes relevant to loca^l conditions.: 
While in the past the Organization's atte^n^ion was focused on (a), in the future both (a) and 
(b) should t?e ppoperly and emphatically address"e^k^ \ 



In brief, the two main conclusions to be drawn from thTs^aualysis for the future are that 
(a) the long-term programme as foreseen by resolution WHA29 .72"^ad document A2.9/ 15.* t and 
adjusted in the light of the Global Strategy for^Health for All, 3 is remanding to thef real 
problems identified by Member States and therefore will have to be const an tlya^a^ted to the, 
ever-changing needs and demands; and (b) the emphasis 'will have to be two-pron^e^^ " in 
addition to the technical aspects (the f, how"), attention will have to be i focused on tT.. 
political aspects ( M what for"). The keyword in the future should be relevance , A* syste- 
matic, iri^grated and holistic programme approach will have to be appl ted wi th^-relevance as 
the main aspect of all activities - relevance to the main social target of l he^lth for altyiy 
the ye^r 2000, and in fact, to the health needs and demands of the people. In view of *this^ 
the three main output indicators of the HMD process for the future might be: (a) extension 
of health coverage with special regard to primary health care; (b) improvement of quality of 
health coverage; and (c) community participation and satisfaction.^ 
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The ET* and HMD programme of WHO hae tried to serve the interests of Member States in the* 
best way it could since the inception ofi the Organization. After three 1 decades of exis- 
tence, demonstrating the tremendous potential and dynamism of the Organization, it is now in 
the process of renovation and rejuvenation, of a ; complete rena issanjse^^It has set out to 
stimulate the national pol it ical will to plan, produce and manage^ appropriately trained 
health personnel to man teams for well-Jthought-out health services~Tme*a^t to cover entire 
populations and to meet their real health needs and demands, as well _as to stimulate TCDCrf to 
c^oftiinate* international health work in this fiel^, and to provi de technical cooperation as 
needed!, in this whole process. That is how this programme can^best contribute to the fight 
for thje achievement of the main social targe^t of health for all Jjy^The year 2000. 
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These mechanisms will evidently take different^ forms in different countries but will in 
each case provide the framework' for close collaboration^ of all sectors and institutions 
concerned with HSMD. In many cases, if not everywhere, this framework could be provided 
by the national health development councils and networks foreseen by the Strategy for 
Health for All by, the Year 2000. 



5 A "health team", is defined here as a group of persons who share a common health^g^fl and 
common objectives, determined by community needs, rewards the achievement of wfyic^i each 
member of the team contributes, in a coordinated manner, in accordance with* his or her 
competence and skiLls*, and respecting the functions of others. The manner and .degree of 
such cooperation will, of course, vary and has to be solved by each society according to 
its own needs and resources. There can be no universally acceptable composition of the 
health team.' 
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Community-or jfented education is defined here as one focused on both population groups and 
Individual persons, which takes into account the health needs and demands of the, 
confitnwuty concerned. Community-based education, on the other hand, is defined ^here as 
one that^involves the use of the community throughout"' t^e entire educational experience 
as an importa^t^environment in which learning takes place. . 

This means checking G^whether the health worker is being properly utilized at the ta.sks 
he was trained for; (ii^wh^ther he is ready and able to cope with these tasks; 
in what fields his competence^eeds updating; (iv) his job satisfaction; (v) his 
Contribution to consumer sat is* act ToTrf^and (vi) his life and^workmg conditions. t 

s 

The improvement of health status, and in gene'E^Lo^ the quality of life, is influenced by 
too many factors for it to be utilized as a d irect^nd icator for HSMD activities,' but 'of 
course it should always be taken into, account as a tin^t^aim of all 'health Activities. 
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